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STUDY of the literature on the gall-blad- 

l der shows that there are decided differ- 

ences of opinion regarding certain func- 

tions of this organ, although there appears to be 

a general agreement regarding the following 
points: 

1. The gall-bladder acts as a tension bulb to 
prevent back pressure on the liver and bile 
ducts. Both clinical and experimental observa- 
tions have shown that the removal of the gall- 
bladder is followed by a dilatation and thickening 
of the extra hepatic bile ducts with a later relaxa- 
tion of the sphincter of Oddi resulting in a con- 
tinuous flow of bile into the duodenum (1). 

2. The gall-bladder is a reservoir for the partial 
storage of bile. The normal gall-bladder is at all 
times found to be full of bile, for the relation of 
the fundus of the gall-bladder to the cystic duct 
makes it a physical reservoir, the latter being 
normally higher than the highest portion of the 
fundus of the bladder. Moreover, it has been 
shown that the gall-bladder walls have the power 
of extracting water and inorganic salts from the 
liver bile (2), thereby making the concentration 
of organic elements in the gall-bladder bile from 
six to ten times stronger than in the bile of the 
common duct. Thus the usual contents of the 
gall-bladder are equivalent to from 240 to 400 
cubic centimeters of common duct bile. 

During the periods of digestion, which total 
approximately ten hours a day, the bile is not 


stored but is secreted into the duodenum. During 
the remaining fourteen hours of the day the bile 
is being stored. As it has been found that the 
average secretion of bile is 30 cubic centimeters 
per hour, a total of 420 cubic centimeters of 
bile is secreted in the intervals between diges- 
tion, all of which, by the power of the gall- 
bladder to extract fluids and inorganic salts, can 
be stored. 

3. The epithelium of the gall-bladder mucosa 
secretes mucus more abundantly in proportion 
to surface area than any other mucus-secreting 
cells. The mucus lubricates the ducts and at 
the same time reduces the irritation of the pan- 
creas and duodenum by the alkaline bile. It 
also aids in maintaining the normal bile reac- 
tions by forming a chemical compound with the 
bile. 

4. The gall-bladder has been found to secrete 
a hormone (2, 11), believed by some to be 
secretin, which in turn stimulates the gastric 
secretion, of hydrochloric acid. This hormone is 
found in larger quantities during the height of 
digestion, when the flow of bile is greatest. 

The probability of the existence of such a 
secretion is borne out by the fact that in from 
70 to 80 per cent of cases after cholecystectomy 
there is a lowering of free hydrochloric acid in 
the stomach during digestion and in some cases 
this reduction is so marked as to produce achylia 
gastrica. 
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5. The gall-bladder, with the aid of the sphinc- 
ter of Oddi (8, 9), converts a continuous secre- 
tion of bile by the liver into an intermittent 
flow of bile into the duodenum, and also produces 
a constant pressure flow of bile into the duo- 
denum by its regulation and maintenance of a 
uniform pressure of bile within the extra hepatic 
ducts. 

6. The gall-bladder can be used as a very valu- 
able anastomosis between the liver and intestines 
in cases of malignancy at the head of the pan- 
creas, cases of chronic obstruction due to stric- 
ture, and cases of stones, or it may be utilized as 
a means of obtaining exterior drainage. 

The theory held by some that the gall-bladder 
is a rudimentary organ similar to the appendix 
is contradicted by the fact that it is present in 
all carnivorous animals; it is developed before the 
urinary bladder; it is entirely developed before 
the liver begins to function; and throughout 
embryonic and adult life it retains the same 
relative form. If it is removed in adult life the 
cystic and common ducts attempt to compensate 
for its loss by dilating outside the liver and duo- 
denal walls, these attempts to restore its function 
sometimes extending even so far as the formation 
of rudimentary gall-bladders from the stump of 
the cystic duct. 

In view of such evidences of activity on the 
part of the gall-bladder it seems unjustifiable 
to consider it a rudimentary, non-essential 
organ. 

Since the gall-bladder is the seat of the greatest 
number of disturbances arising in the biliary sys- 
tem, and since embryologically, anatomically, 
physiologically, pathologically, and symptomo- 
logically, diseases of the gall-bladder are associated 
with diseases of the duodenum, stomach, and 
pancreas, an accurate method of differential 
diagnosis in this field is exceedingly important. 

At this point, before taking up further studies, 
a brief consideration of the bile itself may help 
to clarify the discussion to follow. 

Bile is being constantly secreted by the liver 
but varies in color, concentration, constituents, 
and consistency with the diet and with the 
amount and constituents of the blood flow 
through the liver. The amount of bile secreted 
is. decreased by hunger, hemorrhage, and 
anemia, and is increased by food intake, chol- 


agogues, fats, etc. (10, 12, 13). 


In healthy individuals under normal conditions 
the bile is retained in the extra-hepatic biliary 
system until food is taken into the stomach. 
After the ingestion of.food, the bile is ejected into 
the duodenum through intricate physiological 
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processes. The height of the flow of bile coin- 
cides approximately with the height of digestion 
Under normal conditions when there is no food 
in the stomach, no bile is found in the duodenal 
contents; the latter are opaque, viscid, alkaline, 
and fluid, and contain occasional flocculi. 

The retention of bile in the extra hepatic biliary 
system is dependent in great part upon the action 
of the sphincter of Oddi (8, 9), which is situated 
in the ampulla of Vater and, in turn, is under the 
control of the nervous system. As pointed out 
by Meltzer (7, 14), there is a mechanism of 
“contrary nervous innervation” between the 
gall-bladder and the sphincter of Oddi. Therefor 
it is believed that when the sphincter relaxes 
the gall-bladder contracts and vice versa. 

This sphincter muscle is histologically similar 
in animals with or without a gall-bladder (8, 
and is always found in carnivorous animals. 
Its tonicity is normally equivalent to 220 to 240 
millimeters of water, but in some cases, after the 
removal of the gall-bladder and before the re- 
laxation of the sphincter, it reaches the height o/ 
600 millimeters of water, while in animals with- 
out a gall-bladder it is equivalent to only from 
30 to 70 millimeters of water. Thus it may be 
seen that in animals with gall-bladders the 
sphincter of Oddi has aii important réle and any 
disturbance in its normal function will readily 
cause disturbances in the remainder of the 
system. 

In experiments performed by Meltzer (14) it 
was noted that a 25 per cent solution of mag- 
nesium sulphate lavaged upon the ampulla of 
Vater caused a relaxation of the sphincter and a 
subsequent flow of bile into the duodenum. 
Lyon (19, 20, 21, 22, 23), who carried these 
experiments still further, interpreted the varia- 
tions in three types of bile obtained from the 
duodenum by means of the Rehfuss tube as dui 
to their three points of origin, i. e., the common 
duct, the gall-bladder, and the liver, and on thi 
basis of these three distinct types he formulated 
method for diagnostic and therapeutic use 
infections of the biliary system. 

In order to obtain a clearer understanding 
the mechanism of Lyon’s test a series of experi- 
ments were performed in the Lakeside Pathologi: 
Laboratories in collaboration with Dr. H. Goldbl« 
with the technique described by Lyon (19) av 
modified by Brown (24). These experimen! 
were carried out as follows: 

Six large healthy dogs were well fed on a mixc« 
diet, kept in large well-lighted rooms, and giv: 
daily exercise. Twelve hours after the last mea 
a specially prepared bit was placed in the dog’ 




















mouth. In the center of this was a hole through 
which a duodenal tube could be passed. With 
proper observation of the precautions mentioned 
by Brown (24), the tube was passed into the 
stomach. After a while the dog could be trained 
to lie on his right side during the tests which were 
made at fifteen-minute intervals for a period 
varying from one-half to four hours. When the 
tube was found to be in the duodenum, as deter- 
mined by the alkalinity of the fluid, the duodenal 
tug on the tube, the length of the tube which had 
been passed, and the fluoroscopic examination 
made according to the method of Brown (24) 
and Lyon (19), the following observations were 
made: 

1. Repeated tests showed that the sphincter 
relaxes in response to stimulation by acid meat 
extract, stomach chyme from another dog, a 25 
per cent solution of magnesium sulphate, and 
persistent traumata, as well as to normal physio- 
logical stimulation with o.5 per cent hydrochloric 
acid. The sphincter does not respond to water, 
egg white, starch, or alkaline fluids. During these 
tests no bile was found in the duodenum at the 
end of a sixteen-hour fast. 

2. Tests made upon dogs which had fasted for 
sixteen hours showed definitely that the injection 
of 15 cubic centimeters of a 25 per cent solution 
of magnesium sulphate produced the three differ- 
entiated phases of bile described by Lyon, and 
that the injections could be repeated at intervals of 
from forty to sixty minutes with the reproduction 
of the three phases each time for a maximum of 
four times. At the last the distinction between 
the three phases became more gradual and less 
clearly defined. However, if the tests were 
repeated at thirty-minute intervals, a satis- 
lactory result could not be obtained after the 
second test. 

3. In two dogs the abdomen was opened under 
local anesthesia in order that observations might 
he made upon the intact gall-bladder. At no 
lime preceding or during the test was the gall- 
bladder found to be empty and at no time did it 
contract forcibly in attempting to empty its 
contents. The only movement noted was a 
slight collapse of the fundus followed by a 
minute wave of contraction which ended by 
producing a fullness about the opening of the 
cystic duct which was succeeded by a fullness 
of the duct itself. 

As the contractile force of the gall-bladder is 
only from 1o to 30 millimeters of water higher 
than the pressure of the common duct bile which 
is 220 to 270 millimeters of water, one can 
hardly expect the gall-bladder to contract very 
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forcibly. During digestion, however, it has been 
found to have very weak, irregular contractions 
which occur at intervals varying from three to 
five minutes. 

4. In one instance, after a satisfactory normal 
test had been made and the duodenal tube had 
been found in proper position as ascertained by 
the character and the reaction of its contents 
and by fluoroscopic examination under local 
anesthesia, the duodenum was exposed and 
opened so that the ampulla of Vater could be 
viewed transduodenally. Fifteen cubic centi- 
meters of a 25 per cent solution of magnesium 
sulphate were then injected through the duodenal 
tube. Shortly after the injection it was noted 
that the peristaltic contractions of the duodenum 
seemed to be less active, and when the ampulla 
was viewed, a flow of bile was seen to mix with 
the duodenal contents which, aside from being 
slightly blood tinged, had previously consisted 
of an almost clear mixture of duodenal contents 
and magnesium sulphate. Part of the bile flow 
that continued was seen to be collected in the 
tube by the suction of the tube aided by the 
movements of the duodenum. Some of the duo- 
denal contents, however, were carried down into 
the jejunum by the peristaltic movements. 

The changes in the color of the bile flowing out 
of the ampulla could be seen to a certain extent, 
but the differences in coloring were more clearly 
shown by specimens collected from the end of the 
Rehfuss tube. 

After the test was completed the tube was 
moved below the ampulla and a similar injection 
was made but no results were obtained. When 
the tube was pulled above the ampulla another 
injection of 15 cubic centimeters of the magne- 
sium sulphate solution was followed by a flow of 
bile from the ampulla but the bile could not be 
collected because the tube was above the source 
of flow. In the light of this finding it seems 
reasonable to infer that the test, when performed 
upon a patient, might give a result which would 
be open to incorrect interpretation. Just as was 
the case in animal experimentation, the collecting 
tube might be improperly placed in relation to the 
flow of bile and no bile might be collected even 
though agents suitable for relaxing the sphincter 
were brought into contact with it. 

5. Cholecystostomy with drainage was per 
formed in two instances. In both cases a pre- 
viously satisfactory control test had been ob- 
tained. Upon passage of the tube the following 
day in a fasting animal bile was found in the 
duodenum. Fifteen cubic centimeters of a 25 
per cent solution of magnesium sulphate were 
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then injected with the resulting increase in the 
flow of bile from the end of the tube. Little 
change in the color of the constituents was noted 
and a three-phase test was not obtained. Further 
studies on these animals were prevented by the 
occurrence of infection. 

6. After satisfactory normal controls had been 
secured repeated tests in one cholecystectomized 
dog showed the absence of the so-called gall- 
bladder phase. 

7. In all of the experiments described the flow 
of bile from the end of the Rehfuss tube was in- 
termittent, showing a definite relationship to the 
respiratory movements. As pointed out by 
Verdin, the pressure in the gall-bladder and cystic 
ducts increases during inspiration and decreases 
during expiration. This fluctuation in pressure 
is due to the change in intra-abdominal pres- 
sure during the respiratory movements and the 
change in the position of the liver, which pro- 
duce a so-called suction-bulb action in the gall- 
bladder (8). 

8. During these experiments it was noted 
that the duration of the relaxation of the sphinc- 
ter of Oddi varied, being dependent in part on 
the nervous state of the animal. In two instances 
in which the dog was suddenly frightened during 
the test the flow of bile ceased but later reap- 
peared. Under normal conditions the relaxation 
lasted from fifteen to thirty minutes. However, 
in two instances the tests were carried out while 
the animal was asleep and in each case a flow of 
bile was obtained for one and one-quarter hours 
from a duodenum which had previously been bile 
iree. 

g. In every test, even after the most. thorough 
precautions, flocculi could be found in the clear 
duodenal content or in the different phases of 
the test. These flocculi were usually most abun- 
dant during the so-called liver-bile phase and 
were composed of a mucoid substance and white 
blood cells. At times bacteria were found. 
Cultures were not made from the different speci- 
mens as the experiments were being made on 
normal animals. 

ro. Asan introductory method of draining the 
extra hepatic biliary system the sphincter of 
Oddi was cut. The purpose was to determine the 
effect of continued drainage upon the gall-bladder 
and the power of regeneration of the sphincter in 
a normal as well as in an infected gall-bladder. 
A report of the findings will be made at a later 
date. 

From the literature and the experiments re- 
ported herewith the following deductions may 
be drawn: 
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1. The gall-bladder has a distinct function and 
its removal results in changes in the extra- 
hepatic biliary system which not only impair its 
function, but also result in disturbances of the 
function of adjoining organs. 

2. The sphincter of Oddi plays the most im- 
portant part in the regulation of the function of 
the extra hepatic biliary system. Certain chem- 
ical and physical stimuli will cause it to relax, 
and when the sphincter has once been relaxed 
the duration of relaxation varies with the nervous 
state of the animal. 

3. That the gall-bladder does not contract 
and empty itself following relaxation of the 
sphincter of Oddi is shown by the following 
findings: 

(a) The test can be repeated at least four times 
at frequent intervals. 

(b) At no time was the gall-bladder found 
empty or seen to empty itself. 

(c) The difference in pressure between the 
gall-bladder and the cystic duct—only 10 to 30 
millimeters of water—is insufficient to cause a 
forceful contraction. 

(d) The intermittent flow of bile from the 
gall-bladder bears a relation to the respiratory 
movements and is not definitely connected with 
the contraction of the gall-bladder. 

(e) If the gall-bladder is filled with methy! 
blue and the bile is observed during digestion, no 
blue stain is noted in the bile except when the 
gall-bladder is mechanically pressed (31). 

4. Eighty-five per cent of the infections in the 
gall-bladder are primarily in the gall-bladder 
wall and are hematogenous in origin (27). The 
presence of infection in the mucosa and bile does 
not occur until later and is believed by some to 
be an indication of an end-process as in 60 per 
cent of cases of cholelithiasis the gall-bladder bil 
is sterile but the walls show an old chronic in- 
flammatory process. This finding suggests the 
following queries: If drainage is attempted alter 
the infection has reached the gall-bladder bile 
and even after stones have been found, would not 
the stones block the cystic or common duct if 
the gall-bladder contracted? Or if drainage was 
accomplished, what effect would be produced 
upon the already badly damaged gall-bladder 
wall? Granting that drainage of the gall-bladder 
can be effected, why do we not get gall-stone colic 
as a result of the contraction of the gall-bladder 
following the test or why do we not get infection 
in the common duct with resulting complete 
obstruction? The infection cannot be drained 
out of the gall-bladder wall, and drainage of the 
gall-bladder itself does not prevent the continua- 























tion of the infectious process in the wall and the 
adjoining tissues. 

5. The specimen termed gall-bladder bile 
would appear to be the result of gravity, the 
secretory pressure of the liver, and the vesicular 
pressure which is increased by the respiratory 
movements. 

6. With even the most careful precautions, 
flocculi are obtained in both man and animals. 
These flocculi are made up of mucus, white blood 
cells, and occasional bacteria. The liver is known 
to bea system filter for bacteria. It would appear, 
therefore, that sterilization of the stomach and 
duodenum is impractical. If pathogenic bacteria 
are isolated, do they necessarily have to come 
from the gall-bladder? As the gall-bladder infec- 
tion is primarily hematogenous in origin and a 
manifestation of general systemic infection, why 
could not the pathogenic organism be filtered 
through the liver from the blood? If the gall-blad- 
der is primarily infected in its walls this infection 
is not accessible to drainage. 

7. Cholecystectomized animals do not give 
the so-called gall-bladder phase of the test. 

8. The normal duodenum is free from bile 
during the fasting state. 

No light has been thrown by these studies upon 
the following interesting points: 

1. The significance of cholesterin crystals 
found in normal gall-bladders. 

2. The effects of continuous drainage upon the 
gall-bladder (extra hepatic biliary system and 
general system) by means of sectioning the 
ampulla, 

3. The action involved in the relaxation of the 
sphincter of Oddi. 

4. Exact data for the correct interpretation 
ol the three phases of the Lyon test. 

5. The action of magnesium sulphate. Is this 
due to the formation of acid salt, the magnesium 
ion, or the sulphate ion? 
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ABSTRACTS OF CURRENT LITERATURE 


GENERAL SURGERY—SURGICAL TECHNIQUE 


ANZSTHESIA 


Labat, G. L.: The Latest Achievements of the 
Artof Local, Regional, and Spinal Anesthesia. 
Ann. Surg., 1921, Ixxiv, 673. 


Cathelin, in 1901, attempted epidural, sacral, or 
caudal anesthesia, a method which Lawen placed 
on a practical footing in rg910. Danis, in 1913, 
described a method whereby the sacral nerves were 
reached through the posterior sacral foramina. 
These procedures may be used separately or com- 
bined to establish what is called “sacral block.” 

If caudal injection alone is done, 30 c.cm. of a 2 
per cent solution of novocaine containing 10 drops 
of adrenalin (1:1,000) should be used. The anes- 
thesia appears within thirty or forty minutes and 
results only in analgesia. The method is satisfactory 
for hemorrhoidectomy, perineorrhaphy, cystoscopy 
including fulguration, and radium treatment of the 
carcinomatous prostate. It is not always reliable 
for prostatectomy. 

Transsacral anesthesia is obtained by injecting 
from 2 to 10 c.cm. of a 1 per cent solution close to 
the nerves as they emerge from the sacral canal. 
The anaesthesia appears almost immediately and 
lasts from two to three hours. It is indicated for all 
operations on the anus, perineum, vagina, prostate, 
bladder, urethra, and penis. When combined with 
caudal anaesthesia it is considered the method’ of 
choice for the Kraske operation. 

In the majority of cases a single dose of 1/6 gr. of 
morphine and .03 gr. of scopolamine given an hour 
before the anesthesia controls the psychic condi- 
tion satisfactorily. Narcotics intensify and increase 
the duration of local, regional, and spinal anes- 
thesia. Education of the patient by the doctor and 
nurse before the operation is an important factor 
in the success of the method. 

Novocaine, the anaesthetic of choice, should be 
freshly prepared as part of its anesthetic property 
s lost when it is boiled repeatedly. Novocaine 
hydrochloride in powder can be sterilized by auto- 
laving; its melting point is 153 degrees C. Fresh 
solutions, prepared by dissolving sterile novocaine 
in cold sterile normal salt solution, are more active. 
since Goetsch’s adrenalin sensitization test for 
goiter with exophthalmic symptoms first appeared, 
the author has used pure novocaine solutions for 
paravertebral injections preparatory to thyroidec- 
tomy in cases of exophthalmic goiter. 

In 1913, Kappis determined from extensive 
experiments on dogs that all organs below the 

ecum are supplied by lumbar sacral nerves and 
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that sectioning of the splanchnic nerves produces 
anesthesia of the stomach, the spleen, and the 
upper part of the small intestine. In 1919, he con- 
cluded further that the first three lumbar nerves 
send rami communicantes to the retroperitoneal 
ganglion and therefore take part in the transmission 
of pain from the upper abdominal organs below 
the sigmoid colon whose sensory innervation goes 
through the hypogastric plexus to the rectum and 
the urogenital apparatus. On the basis of these 
findings anesthesia of the splanchnic nerves of the 
rami communicantes was attempted by a posterior 
route of approach, a method which, in the hands 
of Kappis, Naegili, Hoffman, and the author, has 
given satisfactory results. 

The author’s technique for 
anesthesia is briefly as follows: 

The patient is seated upright and the puncture 
made at any level between the twelfth dorsal and 
the fifth lumbar vertebra, depending on the height 
of the anesthesia desired. The first few drops of 
cerebrospinal fluid are allowed to flow out in order 
to obtain a clear fluid. The clear fluid is allowed 
to fall into a special ampule containing the anesthetic 
drug. Between 10 and 25 c.cm. of fluid are 
withdrawn, depending on the condition of the intra- 
spinal pressure, and the solution is aspirated into a 
syringe. The syringe is attached to the spinal punc 
ture needle and an amount of new fluid equal to 
that it already contains is brought into it. Half of 
this is injected very slowly, more new fluid is 
aspirated, the syringe is discharged in the same 
way, leaving less and less fluid in it, and at the end 
of four or five injections it is emptied. The patient 
is then placed in a recumbent position while the 
operative field is prepared. No post-anesthetic 
headache, nausea, or vomiting has been observed 
in more than 100 cases of spinal anesthesia in the 
Mayo Clinic. A. C. Jounson, M.D. 


inducing spinal 


Santy, P., and Bizot, D.: Regional Anzsthesia 
in Operations on the Thyroid (L’anesthesie ré 
gionale dans les opérations sur le corps thyroide). 
Rev. de chir., Par.. 1921, x], 546. 


The authors state that the thyroid region lends 
itself admirably to the technique of local anws- 
thesia because the spinal nerves can be reached at 
their origin casily and the underlying tissues of the 
region are only weakly sensitive after the skin has 
been incised. 

The method used by the authors is very simple 
and rapid. The patient is put in horizontal decubi- 
tus and the operator stands at his head facing in 
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the direction of the vertebral axis. Bilateral anzs- 
thesia isessential. The anterior cervical masses on one 
side are kept pushed back by the fingers of the left 
hand until the projection of the vertebral transverse 
process in clearly outlined. The finger will easily feel 
the pulsation of the carotid artery. Anesthesia of 
the skin is induced by injecting a few drops of solu- 
tion about 1 cm. beneath the mastoid apex on the 
line formed by the crests of the transverse processes. 

lor the deep anesthesia an 8-cm. needle is insert- 
ed at the same point, perpendicularly to the axis of 
the neck, and then pushed in front of the mass of 
the apophyses so that it reaches a point in front of 
the second cervical vertebra. When it comes in 
contract with this process it is withdrawn for 2 cm. 
and embedded again, its point being directed 
toward the anterior surface of the transverse pro- 
cess of the first cervical vertebra. Four or five cubic 
centimeters of novocaine-adrenalin solution are 
then injected, the degree of penetration of the 
needle being constantly varied to extend the zone 
of infiltration. The first injection having been 
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Alamartine, H.: Early Decompressive :Trephina- 
tion and Closed Cranio-Encephalic Injuries 
(Trépanation décompressive précoce et traumatismes 
cranio-encéphaliques fermés.) Lyon chirurg., 1921, 
xviii, 606. 

Alamartine discusses the views expressed at a 
recent meeting of the Société de Chirurgie at Paris 
regarding Cushing’s early decompressive trephina- 
tion in cases of closed cranial injuries with serious 
complications. 

He states that lumbar puncture does not always 
cause cerebral decompression when there is intra- 
cranial hypertension, and that in cases of hypoten- 
sion it may have just the opposite effect. As a 
«lecompressive operation it is far less efficacious than 
Cushing’s procedure. 

Cushing’s operation is essentially a decompression 
operation. It is not indicated by the fracture but 
by the intracranial lesions. However, on certain 
intracranial lesions—notably, extensive areas of 
superficial and deep contusion of the brain, bulbo- 
protuberantial hemorrhages and, very probably, 
meningeal infections—it has no effect. 

While we may reject Cushing’s suggestion to 
perform a decompressive trephination in all cases 
of fracture of the base of the skull, it is indicated 
whenever there is a clear syndrome of intracranial 
hypertension and lumbar puncture demonstrates 
the presence of blood in the cerebrospinal fluid. 
All surgeons who have performed it recommend it. 
In many cases it has disclosed lesions which the 
clinical examination did not suggest. 

Of nineteen cases of injuries of the skull and brain 
nine were treated by ordinary methods such as the 


INTERNATIONAL ABSTRACT OF SURGERY 











completed, the zones of the second, third, and fourth 
transverse processes are also anesthetized. The 
same procedure is repeated on the other side, about 
30 or 40 c.cm. of solution being used. 

All four transverse processes can be anesthetized 
without withdrawing the needle from its first in- 
sertion if it is partly withdrawn and its direction 
and depth of insertion are changed. If the needle 
passes behind the brachial plexus there is no danger 
The authors have used this procedure for anws- 
thesia of the anterior part of the neck in a large 
number of cases with complete success. 

An illustrative case cited was that of a woman 72 
years of age who had a large goiter on the right side 
which had caused pressure necrosis of the trachea 
and crises of dyspnoea. In another case regional 
anesthesia of the brachial plexus and of the cervical 
plexus on both sides was induced to allow approach 
to the oesophagus at its entrance into the thorax 
and exploration of the recurrent nerve. The whole 
region between the lower maxilla and the clavicles 
was anesthetized. W. A. BRENNAN. 


HEAD AND NECK 


application of ice to the head, aseptic treatment of 
the wound, and lumbar puncture. Two of the 
patients arrived at the hospital in a dying condition 
and died after a few hours without any operation. 
Six patients were operated upon. Two of these died 
and four recovered. In one case death was caused 
by extensive bulbo-protuberantial hemorrhage and 
in the other by meningitis due to an ethmoidal 
fissure, conditions which could not be relieved by 
the operation. In the four cases ending in recovery 
lumbar puncture showed blood in the cerebrospinal 
fluid and there were intracranial lesions of a type 
known to be affected favorably by decompressive 
trephination. W. A. BRENNAN. 


Lenormant, C.: Considerations Regarding Epi- 
lepsy Following Injuries of the Skull and Its 
Treatment (Quelques considérations sur l’épilepsic 
consécutive aux traumatismes du crane, et son 
traitement). J. de chir., 1921, xviii, 577. 

The enormous number and the severity of cranial 
wounds which occurred during the world war have 
given the subject of traumatic epilepsy a new in- 
terest. 

The considerable divergence of statistics quoted 
to show the percentage of cases of epilepsy following 
skull wounds is due to the source of the cases, the 
time of observation following the injury, and the 
thoroughness with which cases were followed after 
the first examination. The statistics gathered from 
the service of Marie rose from 5 per cent in 1916 to 
12.1 per cent in 1gTo9. 

The anatomical location of the lesion exerts a 
certain influence upon the frequency of epilepsy. 
While this complication follows injuries in the 
parietal region more commonly, the author has had 
























numerous cases in which it developed after injuries 
in the frontal or occipital areas over the so-called 
“silent” zones. The severity and extent of the 
lesion have no direct relation to the frequency or 
gravity of the seizures. In fact, large destructive 
lesions of the brain are more often associated with 
paralytic phenomena than with convulsions. 

The most important factor in the prophylaxis of 
traumatic epilepsy is the complete and efficient 
primary treatment of the craniocerebral wound. 
It is the constant presence of definite anatomical 
and physiological lesions which indicates the surgical 
treatment of traumatic epilepsy. These lesions 
involve the bone, meninges, and cerebral cortex. 
Injuries of the bony covering of the brain may 
cause depressions of one or both tables of the skull, 
the presence of free splinters of bone in the cranial 
cavity, a complete loss of bony substance, or a 
fistula due to cranial osteomyelitis. 

Following infected wounds of the head the 
meninges may become very thick and fibrous and 
the meningeal cicatrix may exert compression or 
traction upon the underlying cerebral cortex. Cal- 
careous deposits in this scar may result in a true 
pachymeningitis ossificans. Frequently cysts de- 
velop from the meninges, which contain a clear, 
yellowish, and at times sero-hemorrhagic fluid. 
The cavities of these cysts do not communicate 
with the subarachnoid space. Not infrequently a 
localized arachnoid oedema causes pressure upon the 
pial vessels and the underlying cerebral cortex. 

Cysts of the cerebral cortex are somewhat less 
common than meningeal cysts. When they follow 
closed cranial fractures or occur in infants they are 
extraordinarily large and may communicate with 
a Jateral ventricle. As a rule they contain dis- 
integrated cerebral tissue and cerebral fluid mixed 
with blood. On the other hand, small encysted 
hemorrhages surrounded by an area of softening 
may be present and may give rise to a latent 
cerebral abscess. The possibility of cerebral injury 
by contre-coup and the occurrence of epileptic 
seizures upon the same side as the cranial lesion 
must not be overlooked. In many cases of traumatic 
epilepsy no macroscopic lesions may be found but 
histologic examination of the brain shows diffuse 
microscopic alterations in the white and gray 
cortical substance. The latter may be neuroglial 
scleroses, small disseminated haemorrhages, and 
chromatolysis of the pyramidal cells. In_ these 
instances search for the epileptic center is futile and 
a decompression to reduce cranial hypertension is 
all that can be accomplished. Persistent epileptic 
crises constitute a direct indication for surgical 
treatment and operation should not be delayed 
until the epileptic state, a relative contra-indication, 
de Ve lops. 

rhe site of cranial exposure will be determined by 
the visible traces of the causal traumatism. These 
are particularly significant when the condition 
occurs after injury over “‘silent’”’ areas. However, 
in many instances no traces of the original injury 
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are left and reliance must be placed entirely on the 
character and location of the seizures. 

After exposure of the area the bony spicules 
should be curetted away, the irregular edges of the 
bone smoothed off, or the depressed fragment 
raised. Search for free bony splinters should always 
be done very delicately. Superficial or deep foreign 
bodies located by the X-ray should be sought for 
with an equally delicate technique. Deep particles 
should usually be left alone as they rarely produce 
epileptic crises and their removal entails the 
destruction of considerable brain tissue. Meningeal 
cicatrices must be separated carefully. Small 
meningeal cysts should be completely removed. 
More difficulty is experienced in the total extirpation 
of intracerebral cysts as usually they are intimately 
adherent to the surrounding cortex. In such cases 
the possibility that the cyst may communicate with 
a lateral ventricle must be borne in mind. Abscess 
cavities may be opened and drained successfully. 
Scarification of the pial vessels and of the cortex 
has been attempted when the only pathology 
demonstrable was an oedema of the arachnoid. 

Excision of the epileptic center after cortical 
stimulation and recognition of the involved area is 
usually followed by the cessation of the convulsions. 
Transitory paralysis may follow but usually dis- 
appears in time. Section of the subcortical connec- 
tions of the epileptic center, while entirely successful 
in animals, has not been of the same value in man. 
This is true also of massage of the involved cortical 
area. 

The various and diverse procedures directed 
toward the repair of dural defects in these cases 
have not isolated the brain and meninges effectively 
or prevented the reproduction of cicatricial tissue. 
Materials used for this purpose have included 
periosteum, muscle, hernial sac, fascia, fat, and 
dermal transplants. Repair of the skull defect in 
cranial wounds followed. by epileptic seizures is 
absolutely contra-indicated, but several cases have 
been reported in which improvement followed active 
cerebral radiotherapy. In the author’s opinion 
favorable results are obtained by surgical treatment 
of traumatic epilepsy in 60 per cent of the cases. 

LoyaL E. Davis, M.D. 


Adson, A. W.: The Treatment of Brain Tumors. 
Surg. Clin. N. Am., 1921, i, 1343- 

The author makes a special appeal for the early 
diagnosis of brain tumors, fewer palliative opera- 
tions, and more radical surgery. A brief review is 
given of the pathology of brain tumors and attention 
is directed to the operable lesions. 

The groups of symptoms for the various locations 
of tumors are not outlined, but the importance of 
those produced by intracranial pressure, headache, 
choked disk, and projectile vomiting is emphasized. 
When these three symptoms, or any two of them, are 
present, or only choked disk is noted, the patient 
should be given the benefit of a thorough neurologi- 
cal examination and should not be treated as for a 
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gastric complaint or as an individual with ordinary 
refractive disturbance. If evidence of intracranial 
pressure is demonstrable, a differential diagnosis is 
necessary to determine whether the lesion is of in- 
flammatory or neoplastic origin. For this purpose 
the services of acompetent neurologist are necessary, 
and if a diagnosis of brain tumor is made, every 
means possible must be emploved to determine the 
location and consistency of the growth. If the 
tumor is operable, it should be removed radically; 
if inoperable, such as a diffuse infiltrating glioma of 
rapid onset, the advisability of surgical interference 
is questionable. 

Although radium has a destructive action on 
brain tumors, its exact effect has not been deter- 
mined. It is probable that it will be a valuable 
adjunct in the treatment of inoperable tumors, in 
the prevention of recurrence of tumors after intra- 
capsular removal, and in the retardation of the 
growth of partially removed tumors. Apparently 
better results are obtained by the use of radium in 
the destruction of endothelial growths than of 
gliomatous growths. A definite statement with 
regard to the dosage cannot be made at present, but 
the author believes that large doses, more than 1,000 
mg.-hrs. at a time, are indicated, and that the im- 
plantation of radium is more effective than its 
external application. However, in some cases re- 
peated external applications at intervals of two to 
three months are beneficial. 

In mild cases of intracranial pressure due to tu- 
mor decompressions give relief from the headache 
within a few days, but in severe cases the relief is 
less complete. The patient with mild symptoms 
will be relieved for from six to eighteen months. 

Following the successful removal of a brain tumor 
relief is soon obtained from symptoms of headache, 
choked disk, and vomiting; usually the patient is 
very comfortable within two or three weeks. Im- 
provement in motor paralysis is early and continues 
for from six to ten months, when recovery will be 
cither complete or the condition will remain station- 
ary. During the convalescence, massage and passive 
motion should always be employed. If there have 
beensymptoms of grand-mal epilepsy anamelioration 
of the severity of the attacks with a decrease in 
their frequency may be expected for the first two 
vears; if by that time there is no relief, hope for 
complete freedom from the convulsive attacks should 
not be entertained. In cases of this type it is advis- 
able to prescribe bromides postoperatively. The 
dosage should vary according to the case, but for 
adults range from 30 to 60 gr. a day. Sphenobar- 
batil tablets, 1'2 to 3 gr. a day, may also be used. 

Decompressions are indicated for patients suffer- 
ing from intracranial pressure, but are of no value 
for those with migraine, cerebral diplegia, or idio- 
pathic grand-mal epilepsy, or for those who have 
developed complete optic atrophy without localizing 
signs. 

Exploration of the brain with an attempt at 
radical removal of the lesion is indicated for all 
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patients suffering from localized brain tumors, and 
should be performed in preference to simple decom. 
pression. 

Doubtless radium will be a valuable adjunct in 
the treatment of inoperable and partially ren 
brain tumors. 


( ved 


Fischer, J.: Brain Tumor and the Ear (Iirntumor 
und Gehoerorgan). Monatsschr. 5. Ohrenh 1921 
iv, 372,531. 

In a great number of cases the diagnosis of brain 
tumor has been based on the ear findings. In cases 
of tumor of the cerebrum these findings gave « cor- 
rect indication in 47.5 per cent of cases, but in 1 
per cent they led to an erroneous diagnosis. When 
the growth involved the acusticus its site was cor- 
rectly determined in 90 per cent. The diagnosis of 
tumor of the cerebellum was correct in 56 per 
cent and incorrect in 19 per cent. 

No conclusions as to the nature of the tumor can 
be drawn from ear findings. 

Like choked disc, the ear findings are of great 
importance in the early diagnosis and localization 
of tumors of the anterior and middle cranial fosse 
For acusticus tumors they have the significance o 
a localized symptom. A choked disc of the acusticus 
is analogous to the choked disc of the opticus. Ii 
the ear findings are progressive, they always con 
stitute an indication for trephination to prevent 
deafness by removing pressure. Creire (7 


Linke, W.: Spontaneous Fractures of the Lower 
Jaw (Ueber Spontanfrakturen des Unterkic!ers 
Deutsche Zahnacritt. Wehnschr., 1921, xxiv, 3! 
385, 397- 


io 


The causes of spontaneous fractures of the lower 
jaw include inflammatory diseases of the mandibl 


such as osteomyelitis, tuberculosis, actinomycosis. 
and luetic processes. Osteomyelitis of the jaw may 
develop from the teeth, being secondary to discuses 
of the dental periosteum and its surroundings, or 
may be of hematogenous origin. Cysts of the root 
of a tooth seldom lead to fracture of the jaw a 
destroy chiefly the marrow space of the bone, h 
less effect on the spongiosa and compacta. 
Spontaneous fractures are often caused by tul 
culosis; they may be double or multiple. Fract 
of the jaw secondary to actinomycosis art 
Osteitis syphilitica appears in two forms, cir 
scribed and diffuse. The destructive process 
the latter are the more severe. Spontancous 
tures due to tabes occupy a place by thems 
In such cases the brittleness of the bones is « 
by trophic disturbances, osteoporosis, and thi 
mation of necrotic areas. Other causes of fra 
are mercury and phosphorus poisoning. Ar 
poisoning is less frequently responsible. By cau 
a loss of substance in the bone, tumors also ma\ 
to spontaneous fracture; this is particularly 
of carcinomata and sarcomata, but benign tu: 
cystomata, adamantinomata, odontomata, an 
ticular cysts may have this effect. Spontan 
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fractures of the lower jaw due to rickets and osteo- 
malacia have not been observed. The anatomical 
character of spontaneous fractures is determined 
by the pathologic process preceding them. They 
are mostly defect fractures with swelling, breaking 
down, carious softening, and necrosis of the bone 
tissue; sometimes there is simultaneous new bone 
formation at the site of the break. 

he site of spontaneous fractures is often typical. 
Dental osteomyelitis frequently begins in the wis- 
dom tooth, while the hamatogenous type usually 
involves the ascending ramus of the mandible. 
Tertiary syphilitic processes are most apt to attack 
the angle of the jaw. 

The symptoms of a spontaneous fracture are 
dependent on both its position and the pathologic 
process responsible for it. The diagnosis presents 
difficulties only when the break occurs in the angle 
of the jaw or the ascending ramus. 

The prognosis as to bony union depends on the 
regenerative processes accompanying the pathologic 
process. It is unfavorable in cases of tumors, tabes, 
tuberculosis, chemical necrosis, osteomyelitis, and 
luctic osteitis. The treatment will be determined by 
the etiology. Malignant tumors demand extensive 
resection, the consequent defects being overcome by 
means of a prosthesis. A later osteoplastic opera- 
tion can be done only in cases of benign tumors. In 
necrosis caused by osteomyelitis, actinomycosis, or 
phosphorus poisoning, sequestrectomy is to be 
undertaken only after extensive periosteal new bone 
formation. In lues, antiluetic treatment is indicated. 
Bone suture is impossible in any case of spontaneous 
fracture. After manual replacement of the frag- 
ments, fixation splints should be applied as in cases 
olf traumatic fracture, but on account of the long 
continuance of the immobilization they must be of 
a more stable type wire splints, slanting planes, 
or Schroeder’s sliding splint. The last is preferable 
and is sometimes combined with the use of inter- 
maxillary rubber bands. When the lower jaw is 
toothless, fixation may be obtained with the aid of 
an artificial denture. 

Case histories are given. LOEFFLER (Z) 


NECK 


De Gaetano, L.: Deformities of the Neck Due to 
Embryonic Malformations; Congenital Cysts 
and Fistulz (Deformita del collo per malformaz- 
ioni embrionali; cisti e fistole congenite). Arch. ital. 
di chir., 1921, iv, 265. 


rhe author classifies congenital cvsts and fistule 
i the neck as follows: 


I. ANATOMICO-CLINICAL CLASSIFICATION 


1. Suprahyoid, or arising from the floor of the 
mouth. These have their origin in the space between 
the hyoid bone and the floor of the mouth. 

2. Thyrohyoid (subhyoid and suprathyroid). 
These arise in the space between the thyroid and 
ti hyoid bone. 
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3. Thyroid. These have their origin at the level 
of the thyroid. 

4. Subthyroid (suprasternal or jugular). 
develop from the thyroid and sternum. 


These 


2. ANATOMICO-HISTOLOGIC CLASSIFICATION 


1. Branchial (lateral): rarely median with a ten- 
dency toward lateral deviation. 

a. With ectodermic epithelium (dermoid cysts). 
Such cysts, like all dermoids, may develop from 
invaginated ectoderm and do not necessarily have 
a branchial origin. 

b. With endodermic epithelium (mucoid cysts) 
rich in lymphatic tissue: cylindrical epithelium 
(embryonic pharyngeal type); polystratified epi- 
thelium (adult pharyngeal type). 

c. With mixed ectodermic and endodermic 
cylindrical or polystratified epithelium. 

2. From the thyroglossal tract (median): with 
cylindrical epithelium or vibratile cylinders and 
thyroid nests at the periphery (from the median lobe 
of the thyroid). 

3. From the thyropharyngeal duct (lateral and 
median). 

a. Thyroid, with embryonic or adult thyroid 
epithelium (from lateral lobes of thyroid). 

b. Parathyroid (from the parathyroids, rare). 
The article gives the detailed clinical histories of 

twelve cases of cyst and eight cases of primary or 
secondary fistula studied histologically. 

With regard to the origin of these conditions De 
Gaetano states that, with the exception of the thy- 
mus and thyroid, branchial ectodermic or endoder- 
mic formations are no longer present in the human 
embryo of 21 mm. Embryologically, all branchial 
malformations are lateral since the branchial sulci 
do not reach the median line; even the precervical 
sinus is lateral. However, in later embryological 
development these lateral formations, in their super- 
ficial portions at least, are pushed frontward by the 
development of the sternocleidomastoid muscle. 
Thus, according to their depth, the branchial rests 
vary in their relation to the median line. 

On the basis of clinical and histopathologic find- 
ings De Gaetano has come to the conclusion that the 
incidence of cysts has little relation to sex. The 
influence of age is more manifest. Cysts develop 
between the ninth and the fiftieth years; fistula, be- 
tween the sixth and twenty-seventh years. Mucoid 
endodermic branchial cysts usually develop late. 
Median fistulae having their origin in the thyro- 
glossal tract are almost always secondary to median 
cysts which have opened spontaneously because of 
suppuration or have been opened by operation. 

Dermoid cysts are most frequently on the median 
line, rarely being lateral. If they were of branchial 
origin they would be lateral and probably above the 
thyroid. If they originate from invaginated epi- 
thelium of the floor of the mouth, they may be con- 
sidered perhaps of ectodermic origin. The cysts of 
endodermic origin have polystratified epithelium; 
hence buccopharyngeal epithelium of adult type. 
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Operation on such cysts should always be radical. 
Not only the cyst itself, but all the surrounding tis 
sues should be removed as microscopic examination 
of the latter often reveals other embryonic cells of 
the same type. Similarly in the author's cases of 
fistula the surgical removal included both the whole 
fistulous tract and all the surrounding tissues. In 
none of the cases so treated was there any recurrence. 

he case histories are very complete and nearly 
all of them are illustrated. W. A. BRENNAN. 


Detzel, L.: Congenital Fistula of the Neck (Ucber 
Fistula colli congenita). AJ uenchen. med. Wehuschr.. 
1921, Ixili, 1227. 

\cherson, in 1878, was the first to give a correct 
interpretation of the disease picture of congenital 
fistule of the neck. A distinction is made between 
median and lateral fistula. The median correspond 
to the thyroglossal duct. The inner opening of a 
lateral fistula is in the lateral wall of the pharynx 
or the tonsillar region, while its outer opening fre- 
quently lies in the median line. Therefore its course 
can be determined only by sounding. The lateral 
passage penetrates the platysma muscle and 
superficial fascia, runs parallel to the sternocleido- 
mastoid over the deep fascia above the sternohvoid 
and sternothyroid muscles to the great cornu of the 
hvoid bone, and continues between the external and 
internal carotids under the digastric to the lateral 
wall of the pharynx; the glossopharyngeal and 
hypoglossal nerves run under it. It is lined with 
pavement and columnar epithelium, mucous glands, 
and lymphoid elements. 

The author reports a case which appeared to be 
a congenital lateral fistula, but presented histologic 
peculiarities. The patient was an 18-year-old girl 
from whose neck was excised a passage the thick- 
ness of a pencil, 6 cm. long, which terminated in 
a blind end in the region of the styloid process. 
The outer end was surrounded by a cartilaginous 
plate for a distance of 2 cm. Histologic examination 
showed a stratified basement epithelium with 
sudoriparous and sebaceous glands, and on the out- 
side a ring of hyaline cartilage. 

The large amount of cartilage is a variation from 
the usual picture. The passage must be considered 
as a dermoid cyst with secondary perforation, and 
the cartilage as a heteroplastic tissue formation, the 
independent development of an anlage intended for 
the styloid process or the hyoid bone (second 
branchial arch). Fiscuer (Z). 


Sistrunk, W. E.: Cysts of the Thyroglossal Tract. 
Surg. Clin. N. Am., 1921. i, 1500. 


Cysts of the thyroglossal tract develop through 
failure in the complete obliteration of the epithelium 
carricd down by the descent of the thyroid early 


in foetal life. If the epithelium fails to disappear, 
isolated areas of thyroid tissue (aberrant thyroid) 
or cysts may arise along the course of the duct. 
Phe diagnosis is made by the finding of a firm, cystic 
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tumor in the median line of the neck, usually near 
the hyoid bone or the thyroid cartilage. The duct 
running from the cyst to the hyoid bone can usually 
be palpated. 

Cure of the condition requires complete excision 
of the epithelium-lined tract as recurrences often 
develop if the removal is not complete. Operation 
is carried out through a transverse incision ; cm. 
long made across the neck at the level of the hyoid 
bone. The duct is removed with the tissues sur 
rounding it for a distance of 0.3 cm. on all sides and 
with a portion of the hyoid bone, a portion of the 
raphé joining the mylohyoid muscles, portions of 
the geniohyoglossus muscles, and the foramen 
cecum (see Fig.). The opening in the mouth is 
closed, the geniohyoglossus muscles are approxi 
mated with catgut sutures, and the cut ends of the 
hyoid bone are brought together with chromic 
catgut sutures. As far as is known, no recurrences 
have taken place when this type of operation was 
used. G. H. Jackson, Jr., M.D. 


Slesinger, E. G.: Non-Thyrotoxic Goiter. /’) 
lilioner, 1921, evil, 355. 

Slesinger offers the following general classifi 
tion of goiters as the basis of his discussion: 
Innocent goiter: 

1. Parenchymatous goiter: physiological, toxic, 

congenital, acquired. 
Colloid goiter: adenoma; diffuse; diffuse ac 
nomatous (cystic, fibrous, calcareous, osseous 

3. Foetal adenoma. 

4. Hyperplastic thyrotoxic goiter (Graves’ dis 
ease). 

Malignant goiter: 

1. Epithelial tumors: carcinoma, malignant ack 
noma, metastatic colloid goiter, parastrum 
postbranchial goiter, papilloma, cancroid. 
Connective-tissue tumors: sarcoma, endoth« 
lioma, perithelioma. 
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Following a general description of the gross and 
histologic pictures presented by each of the types of 
innocent goiter, the author considers their symptoms 
and the indications for surgical treatment, placing 
prime importance upon compression of the trachea 
and interference with the recurrent laryngeal nerve. 
The latter is stated to be far more common on the 
leit than on the right side, even in cases of right- 
sided goiter, and occurs three times more often in 
men than in women. 

Interference with the sympathetic nerve causes 
unilateral symptoms. The author distinguishes 
hetween the ‘‘goiter-heart’? which sometimes de- 
velops in old cases and the thyrotoxic heart. The 
symptoms of the former are breathlessness followed 
later by vertigo, congestion of the face, epistaxis, 
palpitation, and ultimately oedema and anasarca. 
The author suggests that this is due partly to the 
“goiter stenosis interfering with the pulmonary 
compensation during the expansion of the thorax 
in respiration.” 

The necessity of determining the presence of 
hypo- or hyper-thyroidism is emphasized. 

From these premises Slesinger concludes that 
surgical intervention is indicated in the presence 
of any pressure symptoms, especially in cases of 
adenomata because of their tendency to increase in 
size and undergo malignant change. Whether or 
not the question of deformity should influence the 
treatment must be determined by the circumstances 
in the particular case. As further evidence in support 
of the advisability of surgical treatment are cited 
the dangers of sudden death to which the goiter 
patient is exposed. 

In the discussion of malignant goiters it is stated 
that in 90 per cent the malignancy developed in a 
pre-existing goiter and that more than 4o per cent 
of the patients are over 40 years of age. 

In malignant cases the invasion of neighboring 
structures occurs early. a fact which contributes to 
the difficulty of satisfactory treatment. Even 
tracheotomy when called for is a difficult and danger- 
ous procedure on account of the vascularity of the 
growth and the invasion of the surrounding parts, 
and even if it can be performed, death from broncho- 
pneumonia usually follows. 

The author’s general conclusion is that goiters 
other than the small parenchymatous or colloid 
varieties which have been present for some time 
and have any of the symptoms which we have taken 
as surgical indications should be operated on, and 
that in advising operation we should bear in mind 
the additional point that we are removing a poten- 
tial, if remote, danger of malignant trouble. 

W. O. Harrsock, M.D. 


Wilson, L. B.: Illustrative Cases of Malignant 
Tumors of the Thyroid. Surg. Clin. N. Am., 1921, 
1, 1291. 


Malignant tumors of the thyroid are relatively 
more frequent than is generally supposed, but their 
diagnosis is often missed because in the early stages 
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Proliferating foetal adenoma; ‘*‘Wucherende Struma,” 
Langhans (x1oo). 


they resemble other conditions, and because we 
fail to follow the cases to their final outcome to 
check the diagnosis. 

The more common tumors of the thyroid are slow 
to develop; the period of growth may extend over 
many years. Three cases are described which 
illustrate this protracted course. In the case of a 
man, aged 45 years, a diagnosis of adenocarcinoma 
was made. There had been some enlargement on 
the right side of the thyroid for three years. Death 
resulted from lung metastases three years and ten 
months after operation. The second case described 
was that of a woman, aged 28, who had had a goiter 
since childhood. Sections of the growth showed 
both “foetal adenoma” and an actively growing 
papilloma. At a subsequent operation five and one 
half years later an adjacent lymph node showed 
metastatic carcinoma. The patient died in two 
weeks and at autopsy metastases were found in the 
lung. In a third case of this slow-growing type nine 
years elapsed before the return of the tumor forced 
the patient to consult a physician. The type of pro 
liferating “foetal adenoma” found at the first opera 
tion is shown in the illustration. From his study of 
thyroid tumors Wilson is led to conclude that all 
are derivable from this source. He believes that in 
a slow-growing, nodular tumor showing proliferative 
adenomatous tissue the prognosis should be guarded 
and may be given with more certainty as a prepon- 
derance of regenerative or degenerative changes is 
noted. A patient having such a tumor should be 
kept under observation for at least ten years. 

Two cases are described showing tumors of rapid 
growth, one a sarcoma, the other an adenocarcinoma. 
Loss of weight is marked in all these cases and the 
presence of goiter over a long period is a prominent 
feature. Wilson estimates that of 290 patients with 
malignant tumors of the thyroid examined in the 
Mayo Clinic from January 1, 1go1, to January 1, 
1921, 158 had definitely developed goiter before 
they were 30 years of age. Only sixty-one had not 
noticed enlargement of the thyroid previous to one 
vear before the diagnosis of malignancy was made. 

J. W. Ross, M.D. 
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Lenormant: Decortication of the Lung in Chronic 
Purulent Pleurisies (Sur Ja décortication du 
poumon dans les pleurisies purulentes chroniques). 
Butl. ct mém. Soc. de chir. de Par., 1921, xivii, 
1160. 

Cases of chronic fistulous purulent pleurisy are 
becoming less frequent since the methods of treating 
the acute condition have been improved. Lenor- 
mant has seen only ten cases. These were treated 
by thoracotomy. During the same period he per- 
formed forty-eight thoracotomies for acute purulent 
pleurisy or suppurative haemothorax. Twelve of 
these patients died later and six of the remaining 
thirty-six had a fistula which necessitated a second 
operation. Thus about 16 per cent of the acute 
cases became chronic. Most of them were due to 
influenza. 

Of ten cases of pleural fistula five were treated by 
extensive thoracotomy, one by thoracotomy and 
pneumopexy, and four by decortication and freeing 
of adhesions. The first of the latter four cases was 
a case of purulent pleurisy on the right side following 
typhoid fever; the second was a case of suppurative 
hemothorax due to a pulmonary contusion; the 


third, a case of septic pleurisy; and the fourth, a case 
of doubtful pathology in which bronchopulmonary 
complications and pleurisy followed appendicitis. 
The results in all four cases were quite satisfac- 


tory. ° 

Lenormant states that, when it is possible, decor- 
tication is preferable to thoracotomy and_ thoraco- 
plasty in the treatment of chronic empyema as it 
tends to re-establish the function of the lung by 
freeing it. The operations on the chest wall are 
more mutilating and the diseased lung is immobilized 
by newly formed membranes. Duvergey reported 
a series of forty-eight cases of chronic purulent 
pleurisy treated by thoracoplasty and decortication 
in which there were forty-seven recoveries and only 
one death. This and other reports and Lenormant’s 
own experience demonstrate that pulmonary de- 
cortication is possible in the majority of cases. The 
surgeon must know how to make a good cleavage 
plane between the parietal pleura and the false 
membrane. With careful operative technique there 
need be little haemorrhage. The operation must be 
performed as soon as it is certain that the pleural 
cavity will not become cured spontaneously. In the 
four cases reported in this article it was done three 
weeks and one, two, and one-half months respec- 
tively after the preliminary thoracotomy. Lenor- 
mant decorticates the visceral pleura alone without 
touching the parietal pleura, but states that, as 
reported by Roux-Berger and Donati, there are 
cases which require total decortication. With these 
surgeons he agrees also that a pneumopexy will 
often be necessary. W. A. BRENNAN. 
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Butler, E. F.: Chronic Empyema. 
1921, xlix, 544. 


Mil. Surecon 


Every chronic empyema has its origin in an acute 
empyema. The factors which predispose to chronic- 
ity are three-fold: infection by such organisms as 
the tubercle bacillus which gives rise to chronic in- 
flammatory processes; low resistance on the part 
of the patient; and poor care in the early stages of 
the condition. The immediate causes of chronicity 
are infection by the tubercle bacillus or a similar 
organism; faulty mechanics of drainage; forcign 
bodies in the cavities or sinus; osteomyelitis of the 
ribs adjacent to the drainage wound; pleuropul- 
monary communications; and residual foci of infec 
tion in the walls of the cavity. 

Unless a cavity empties readily and completely 
when the patient is in the upright position there is a 
mechanical fault in the drainage. For perfect 
drainage the drainage wound must lead to the lowest 
portion of the cavity and must be large enough to 
permit free egress of the secretions so that there 
will be no diverticula or undrained pockets. Neither 
sterility nor obliteration of the cavity can be secured 
in the presence of foreign bodies. Clean elimination 
by rongeur of all portions of the rib stumps that 
have been denuded of their periosteum will go far 
to prevent osteomyelitis and the formation ol 
foreign bodies due to sequestra thrown off from 
infected ribs. 

In an appreciable percentage of cases there ar 
communications between the air passages of the 
lung and the empyema cavity, and with every 
respiratory effort infected material is forced out ol 
the bronchioles into the cavity. With the paticnt 
in a position in which the cavity can readily be 
emptied, gentle irrigation with small amounts ol 
Dakin’s solution should be tried, and if coughing 
results there is presumptive evidence of a bronchial 
fistula. If the patient can taste the solution the 
condition is practically proven. In a large group 
of cases of chronic empyema which resist all efforts 
to sterilize the cavity there is residual infection 0! 
the scar tissue lining the cavity. 

X-ray study is extremely important. Whe: 
is known that there are no large bronchial fistul:c. 
stereoscopic X-ray plates of the injected cavitics 
may be made. In this work the bismuth-cott: 
seed-oil suspension described by Stevens has proved 
satisfactory. 

To determine whether the cavity has been stcr 
lized sufficiently to permit its closure, reliance shot 
be placed upon the culture method rather th 
smears. 

From a theoretical standpoint cure depends ©! 
four factors: the elimination of the cause, the in 
provement of the patient’s general physical co! 
dition, sterilization of the cavity, and obliterat! 
of the cavity. Bronchial fistula are not easy t 
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eliminate. Unless they are situated close to the 
wound in the chest wall it will be necessary to make 
4 free opening to expose them. If they are small 
they may be treated directly with the actual cau- 
terv. If they are large they must first be dissected 
free from the fibrous lung tissue surrounding them 
before they are cauterized. 

Phe improvement in the patient’s general health is 
of extreme importance. A diet fairly high in calories 
is usually necessary. Outdoor sleeping, whenever 
practical, is to be urged. The use of blow-bottles 
and similar means to expand the lung will not be 
as eliective in chronic as in acute empyema. Rou- 
tine calisthenics are better. 

lhe direct method of sterilizing the cavity is by 
vigorous antiseptic treatment. Dakin’s solution 
has apparently given the best results and may be 
considered the antiseptic of choice. As the amount 
of exudate decreases the amount of Dakin’s solution 
should be decreased. If bleeding occurs, a rest of 
twenty-four hours is usually sufficient to control all 
capillary oozing. After this, dakinization of the 
cavity can be begun again. About 50 per cent of 
the chronic empyema cavities can be sterilized by 
intensive treatment with Dakin’s solution. 

Obliteration of the cavity is the final step in the 
cure of any given case. Surgical obliteration of the 
cavity by thorocoplastic operation is a serious pro- 
cedure and should be undertaken only after all con- 
scrvative measures have been attempted. Decorti- 
cation through a wide intercostal incision is the 
most conservative operation. If this is not success- 


jul, an operation to eliminate the greatest amount of 


bacteria-bearing tissue is indicated. 
Racpu B. Berrman, M.D. 


Fitzwilliams, D. C. L.: The Site of Operation for 
Empyema. Brit. M.J., 1921, ii, 550. 

lhe author has seen but two cases of empyema 
necessitatis. Both were those of children, and in 
both perforation occurred between the second and 
third ribs in front. 

In large abscess cavities the drainage must be so 
arranged as to allow the lung to come up to the other 
walls gradually and evenly and obliterate the cav- 
ities. Opening at the most dependent part, too far 
hack. or too far forward defeats this object. The 
lowest and highest points will be where the expand- 
ing lung first touches the chest wall, and thus drain- 
age from these points will be obstructed. The 
opening should be opposite the deepest point of the 
cavity which will be closed last. 

lo maintain a level established by resection of 
the seventh rib at the posterior axillary line there 
is no objection to resection of the sixth, fifth, or 
even the fourth rib as one comes forward to the 

itcrior axillary line. Resection of the ninth rib 
or empyema has a limited field. The ninth rib lies 

holly below the normal lung level in front of the 
posterior axillary line, while the eighth rib is below 
that level in front of the anterior axillary line. Only 
ir the erector spine would it be of any use to 


resect this rib, and then the expanding lung would 
soon render the opening useless. Moreover, when 
the pouch of pleura between the chest wall and 
diaphragm becomes obliterated below the lung 
level. resection of the ninth rib may lead to open- 
ing of the diaphragm under the impression that it 
is thickened pleura. 

Poor drainage is the most frequent cause of large 
unhealed cavities within the chest wall. The most 
common condition found is a narrow passage into 
the cavity. It is these cases, often long continuous, 
which require decortication. The vast majority 
of those in which more extensive rib resection is 
necessary to allow the chest wall to obliterate the 
cavity by falling in upon the stationary lung the 
openings were situated too low down for good drain- 
age. J. E. Srrurners, M.D. 


Riedel, G.: A Life-Saving Operation for Preverte- 
bral Tuberculous Abscess in the Posterior 
Mediastinum. (Lebensrettender operativer Ein- 
griff bei praevertebralem tuberkuloesem Abscess im 
Mediastinum posticum). Muenchen. med. Wehuschr., 
1921, Ixviii, 1190. 

Of late years operative treatment for so-called 
‘surgical tuberculosis”? has been somewhat out of 
favor. The followers of Bier take an extreme stand 
on this question, limiting themselves to puncture of 
superficial cold abscesses. Every other operative 
procedure they condemn, even puncture of deep 
abscesses, as they believe the latter undergo absorp- 
tion. Riedel does not agree with this extremely con- 
servative view and cites a case to show that under 
certain circumstances operation is necessary to save 
life. 

The patient was a boy 6 years old who had a 
familial history of tuberculosis and suffered from 
caries of the third and fourth thoracic vertebra 
which was revealed clinically by a gibbus and in the 
roentgen picture by destruction of the bodies of the 
third and fourth vertebrae and an abscess shadow. 
After confinement to bed for a considerable time he 
suddenly experienced several severe attacks of dys- 
pnoea. At first these were eased by the upright pos- 
ition but later no relief could be found and trache- 
otomy was considered. Tracheoscopy, however, 
revealed a normal condition of the larynx and tra- 
chea, the difficulty being due to the abscess origin- 
ating in the vertebra. Therefore, in order to save 
the patient from asphyxiation, evacuation of the 
abscess was necessary. 

The third, fourth, and fifth ribs were resected 
close to the spinal column, and the pus found by the 
syringe was drawn off by a rubber drain. Imme- 
diately after the operation breathing became much 
easier, and after several months in bed the patient 
was cured. 

The abscess in this case had its origin in the third 
and fourth vertebra and extended into the posterior 
mediastinum. The trachea was compressed by it at 
about the level of the bifurcation. It is surprising 
that there was no dysphagia. 
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In such a case of caries of the lower cervical and 
upper thoracic spine it would be a mistake to apply 
a plaster-of-Paris jacket as the forced lordosis would 
cause earlier compression of the trachea. A number 
of such instances are reported in the literature. In 
the majority, a tracheotomy was performed, but of 
course with a negative result. While tracheoscopy is 
unable to give the necessary information in this 
condition, the diagnosis can always be made easily 
with the aid of the roentgen ray. To refrain from 
operating in such a case would be to give the patient 
up to speedy death by asphyxiation. | Gane (Z) 


Bloodgood, J. C.: The Pathology of Chronic Cystic 
Mastitis of the Female Breast: With Special 
Consideration of the Blue-Domed Cyst. Arch. 
Surg., 1921, iil, 445. 

Bloodgood subdivides chronic cystic mastitis into 
the following types: chronic cystic mastitis with 
single or multiple cysts; chronic cystic mastitis 
without large cysts; the blue-domed cyst; the cyst 
of the galactocele type; multiple blue-domed cysts 
in one or both breasts (diffuse cystic disease of the 
breast); non-encapsulated adenomatous area; the 
non-encapsulated area of chronic cystic mastitis 
containing one or more minute cysts or one or more 
dilated ducts or both; diffuse dilatation of the ducts, 
chiefly in the nipple zone, and rarely in the breast 
outside this zone; the non-encapsulated cystic 
adenoma; and the diffuse non-encapsulated cystic 
adenoma known in the literature as Schimmel- 
busch’s or Reclus’ disease. 

In the blue-domed cyst the characteristic gross 
feature is a distinct blue dome. In the majority of 
cases this is exposed after division of the sub- 
cutaneous fat. In a certain percentage of cases the 
cyst is buried in the breast tissue and division of a 
zone of breast is necessary to expose it. As a rule 
the cyst wall is thin; in less than ro per cent of the 
cases it has been found thicker than 2 to 3 mm. The 
contents of the cyst have never been hamorrhagic; 
they are either clear or cloudy. The inner wall of 
the cyst is smooth, without papilloma, and there 
may be partial partitions or septa. 

The cyst of the galactocele type differs from the 
blue-domed cyst in that the dome of the former is 
white or gray and as a rule the wall is a little thicker. 
The contents not only resemble milk in appearance, 
but also are coagulated by formalin, while the con- 
tents of the blue-domed cyst are not. 

Most multiple cysts in one or both breasts (diffuse 
cystic disease of the breast) are of the blue-domed 
type, but a few may be of the galactocele type. The 
breast or breasts are riddled with cysts of various 
sizes. The character of the wall and the contents 
are identical with those of the blue-domed type. 
The frequency of this multiple cystic disease is about 
13 per cent. 

The non-encapsulated adenomatous area occurs as 
an area of breast tissue in which the elevated pink 
and gray dots representing the adenomatous lobules 
are more numerous than in the surrounding breast. 
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This area resembles somewhat the fibro-adenoma. 
but has less stroma. When the condition presents 
itself clinically as multiple, somewhat indctinite 
nodules in one or both breasts, each nodule is prac- 
tically identical in the gross and microscopic pic- 
ture. The author is inclined to the conclusion that. 
when multiple, the disease corresponds to that de 
scribed by Warren as the “cobble-stone breast,” and 
that when it is possible to make out multiple, indefi 
nite nodules in both breasts operation is not indi 
cated. A definite tumor should be explored. 

A non-encapsulated area of chronic cystic masti 
tis containing one or more minute cysts or dilated 
ducts or both should be explored if it occurs clini 
cally as a single tumor. 

Diffuse dilatation of the ducts chiefly in the nippk 
zone suggests on palpation a doughy, worm lik 
mass beneath the nipple. On exploration, large and 
small dilated ducts with distinct walls containing 
brown, green, milky, or cream-like materia! oj 
various degrees of viscosity and consistency ar 
found. When it occurs in a zone of the breast out 
side the nipple area it feels like diffuse mastitis, but 
has not the distinct edge or border of the diffuse 
non-encapsulated cystic adenoma. If it is possible 
to diagnose this lesion by palpation, operation is not 
indicated. 

Non-encapsulated cystic adenoma does not diller 
from encapsulated cystic adenoma except in regard 
to the capsule. 

In Schimmelbusch’s disease palpation discloses a 
zone of mastitis containing many small shot-like 
masses. The edge of the involved breast is distinctly 
palpable. The disease may involve a quadrant, a 
hemisphere, or both breasts. In a few cases it is 
associated with intermittent retraction of the nipple, 
and if operation is delayed the retraction becomes 
permanent. 

The breast surrounding these tumors or cysts 
shows evidence of chronic cystic mastitis or normal! 
or senile breast tissue. In the author’s opinion, 
chronic cystic mastitis is not a lesion of the breast 
which at the present time may be considered pre- 
cancerous, and its presence does not demand either 
the complete excision of the breast or the complete 
operation for cancer. Among 350 cases of chronic 
cystic mastitis of the various types described, 
cases of involvement of the whole breast wer 
studied but no evidence of gross or microscopic ¢an- 
cer was found. The presence of one distinct tumor 
in each breast or more than one tumor in one or both 
breasts still clinically benign practically makes th 
diagnosis of a benign lesion. 

If there is a single tumor in one breast and thi 
remaining portion of this and the other breast !s 
normal and the patient is over 25 years of age, 1m 
mediate operation is indicated. 

In exploratory incision the patient is always pr" 
pared for the complete operation for cancer and 10! 
general anesthesia. 

The incision should be made directly over 1! 
lump. The moment the operator exposes the tum! 
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and concludes that it is malignant the exposed area 
should be swabbed with pure phenol followed by 
alcohol and the wound packed with a piece of gauze 
saturated with zinc chloride solution and closed. 
Phe complete operation for cancer should then be 


done . 

This article has numerous illustrations showing 
the different varieties of mastitis described, and 
the author gives and analyzes many case histories. 

H. A. McKnicut, M.D. 


TRACHEA AND LUNGS 


Lloyd, S.: Observations upon the Surgery of the 
Lung. Ann. Surg., 1921, lxxiv, 557. 


Lloyd summarizes the present indications for 
operations on the lung as follows: 

1. Cases of tuberculous cavities in which collapse 
ol the lung by gas injections into the pleural cavity 
is impossible either because of too rapid absorption 
of the gas or because of the presence of adhesions. 
In such cases extrapleural thoracotomy should be 
performed. This may be done in one operation or 
in stages, depending upon the patient’s condition. 

2. Bronchiectasis. Extrapleural thoracotomy 
may be performed, although incision and drainage 
or lobectomy offer a better chance of radical cure. 

3. Foreign bodies which cannot be removed by 
bronchoscopy. In such cases thoracotomy with 
direct removal by incision through the lung is the 
method of choice. 

j. Hemorrhage with increasing haemothorax, 
compression of the lung, and displacement of the 
heart and mediastinum. Thoracotomy with suture 
of the bleeding point is indicated. 

5. Abscess. The best results will be obtained by 
thoracotomy and drainage of the abscess effected 
by attaching the pulmonary pleura about the open- 
ing of the lung to the parietal pleura. 

6. Tumors of the chest wall, including the ribs 
and pleure. Complete removal and the use of a 
pedunculated skin flap from the abdomen has been 
successful. 

Tumors of the lung. Thoracotomy and direct 
excision by partial or complete lobectomy offer the 
only chance of cure. 

8. Empyema. Early and frequent aspiration 

followed, if necessary, by intercostal incision and 
drainage is indicated. 
_ Ifthese methods are not eflicacious, one of the rad- 
ical operations should be performed. The author dis- 
cusses methods of preventing untoward results from 
pneumothorax. FREDERICK CHRISTOPHER, M.D. 


HEART AND VASCULAR SYSTEM 


Hedblom, C. A.: Primary Tuberculous Pericardi- 


tis. Surg. Clin. N. Am., 1921, i, 1411. 
Tuberculous pericarditis is usually secondary to 
\ lesion elsewhere in the body. In the order named, 
the most common foci are the mediastinal or 
tracheobronchial lymph glands, the lungs, and the 
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pleure. In some cases the pericardial process is 
part of a general polyserositis or a general miliary 
tuberculosis. It is probable that most cases of 
pericarditis that cannot be proved pyogenic are 
tuberculous. 

Thym reports five of ninety-four cases in which 
the condition was probably primary in the pericar- 
dium. Osler found the pericardium involved in 
seven of 275 cases. Willgk found eleven cases in 
1,317 autopsies. Wells discovered pericardial ad- 
hesions in 128 of 1,048 autopsies. In all these 
autopsy cases the process was acute in seventy-one 
and chronic in fifty-seven, and of the acute cases 
cight were proved to be tuberculous. Metcalf noted 
that the pericardium was involved in 5 per cent of 
cases of active tuberculosis. 

McPhedran believes the lymph glands are always 
the seat of primary infection, the various organs and 
tissues subsequently infected being invaded by way 
of their lymphatic tissues. On this basis may be 
considered all cases of tuberculous pericarditis 
associated only with involvement of the mediastinal] 
or tracheobronchial lymph glands. 

The author reports the case of a man, aged 36 
years, whose trouble began eleven months previous 
to examination, May, 1921, with a sore throat, fever, 
and loss of weight and strength. Finally there was 
bilateral phlebitis in the legs associated with night 
sweats, pain at the costal margins, and cough 
without sputum. Later dyspnoea and cyanosis 
developed. In three pericardial aspirations 2,500 
c.cm. of fluid were withdrawn. The first two 
aspirations were clear but the third had the ap- 
pearance of pea soup. 

Examination revealed limitation of movement in 
the lower chest, slight respiratory retraction at the 
apex with obliteration of the cardiohepatic angle, 
and distant and rapid heart sounds. No murmur or 
arhythmia was noted. When the patient assumed 
the recumbent position the veins of the neck were 
engorged and his face became cyanosed. The blood 
pressure was 108 systolic and 88 diastolic. The 
pulse rate was 110. 

Roentgen examination showed the heart to be 
enlarged to 26 by 16 by rocm. Theelectrocardiogram 
showed evidence of myocardial degeneration. 

A tentative diagnosis of tuberculous pericarditis 
with effusion was made and pericardiotomy advised. 

Exploration of the pericardium revealed no 
trabeculated cavities; 2,000 c. cm. of seropurulent 
fluid were aspirated and the wound closed without 
drainage. The specimen revealed tuberculosis 
Guinea-pig inoculation of the exudate gave ¢ 
negative result. 

The patient returned two months later with 
thrombophlebitis of the legs. He had gained in 
weight, but was still dyspnaic. A roentgenogram 
showed a large cardiac shadow. Pericardiotomy 
was performed and 2,000 c.cm. of seropurulent 
fluid were aspirated. The intrapericardial pressure 
was found to fluctuate with respiration between 4 
and 12 cm. of water pressure. 
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The parietal pericardium was covered with a 
whitish fibrinous membrane about 8 mm. thick. 
The pericardium itself was about 4 mm. thick. 
Repeated examinations during evacuation of the 
fluid showed no change in the blood pressure. The 
wound in the subcutaneous tissues and skin was 
completely closed by suture, but the pericardial 
incision, 2.5 cm. long, was left open for drainage. 

A seropurulent discharge from the wound became 
purulent, and three weeks after the operation there 
Was a serous pleural effusion on the left side. A 
rocntgenogram revealed collapse of the left lung. 
Thrombophlebitis of the left jugular and subclavian 
veins, and «edema of the right hand and arm, 
the upper chest wall, the abdominal wall, and the 
legs developed. Dyspnoca and cyanosis were present. 
By thoracentesis twenty-nine days later 700 c. cm. 
of clear, serous effusion were evacuated. No ap- 
parent increase in pericardial effusion was revealed 
by the roentgen ray. The patient left the hospital 
September, 1921, with a poor outlook for recovery. 

The diagnosis was based on the chronicity, the 
recurrence of effusion after three aspirations, and 
the history of recent exposure to tuberculous infec- 
tion. The presence of a relatively large sterile 
effusion was also suggestive. 

J. FE. Srrutuers, M.D. 


PHARYNX AND CSOPHAGUS 


Von Masseri, C.: The Removal of Deep Foreign 
Bodies from the (sophagus Through the 
Opened Stomach (Zur Entfernung von tiefsitzen- 
den Fremdkoerpern der Speiseroehre vom eroefineten 
Magen aus). Zentralbl. f. Chir., 1921, xlviii, 1077. 

Von Masseri reports a case in which an unsuc- 
cessful attempt was made to remove through the 
opened stomach a plum stone lodged in the cesoph- 
agus 33 cm. behind the teeth. The patient wasa 
young girl. The stone had become firmly wedged 
into the mucous membrane and lay paraliel to the 
longitudinal axis of the oesophagus. All attempts 
to mobilize it by retrograde dilation with a bougie 
or to grasp it with instruments inserted through 
the stomach were of no avail. The patient died 
sixteen hours after the operation. 

Von Masseri believes that stenosis had already 
developed at the point of encarceration. The pa- 
tient had been in the habit of swallowing the stones 
with the plums, and in the author’s opinion this 
was probably responsible for repeated small injur- 
ies leading to the formation of the stenosis. 

DENCKE (Z). 


Lang, F. J.: Carcinosarcoma of the (sophagus 
(Zur Kenntnis der Carcinosarkome des Oesophagus). 
Arch. f. path. Anat., 1921, Cexxxiv, 485. 
To the five cases of carcinosarcoma previously 
observed Lang is able to add two others. 
By the term ‘‘carcinosarcoma”’ is meant a can- 
cerous tumor with a sarcomatous stroma. Herx- 
heimer, who made a careful study of these neo- 
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plasms, gives the theories as to their origin as 
follows: 

1. Carcinoma and sarcoma arise simultancous|, 
from the same cause, but affect different tissucs. — 

2. On the basis of an existing sarcoma an atypical 
growth of the epithelial cells arises which leads to 
the formation of carcinoma in the midst of the 
sarcoma. 

3. The stroma which is always present in « 
cinoma develops into a sarcoma. 

The first of the two cases reported by Lang in this 
article was that of a man 67 years old who showed 
evidences of oesophageal stenosis and died of cardiac 
weakness. Autopsy demonstrated the immediat: 
cause of death to have been lobar pneumonia on thy 
left side. In the oesophagus, at the level of the bi 
furcation, was a tumor which constricted the «so 
phageal lumen to the thickness of a lead pencil hut 
involved only the anterior wall and did not spread 
beyond. The neighboring lymph nodes were not 
affected, but in both lobes of the liver there wer 
numerous metastatic nodular growths. 

On histologic examination it was found that th 
upper portions of the tumor showed a round-and 
polymorphonuclear-celled sarcoma with occasional 
giant cells, whereas in the lower portions there was, 
in addition, a carcinoma penetrating from the sur 
face to the depth. There were also small and large 
epithelial cell nests either close together or isolated 
in the middle of the sarcomatous tissue. The out 
line of some of these epithelial masses was ill defined 
while that of others was sharply defined, suggesting 
a connective tissue capsule. The metastases in th 
liver proved to be purely sarcomatous. 

The second case reported was that of a man 
years old who had suffered with dysphagia for two 
vears. Later there were associated attacks of sever 
dyspnoea, the cause of which was believed to bi 
large goiter on the right side. Removal of the goiter 
did not decrease the dyspnoea and the patient soon 
died from pneumonia. 

At autopsy a segmented, hard, white tumor was 
found in the oesophagus, beginning in the cavity 0! 
the larynx and extending to the bifurcation. This 
growth involved the whole cesophageal wall and 
narrowed the lumen to the thickness of a lead pen 
cil. Projecting into the lumen 2 cm. further dow! 
wasa cylindrical pedunculated neoplasm. Thelymph 
nodes in the vicinity were not involved. Micro 
scopic examination showed the circular tumor to |) 
a carcinoma and the conical tumor to be a spinal 
and giant-cell sarcoma infiltrated by a basal-cc!! 
carcinoma. No metastases were found. 

GANGL (Z 


Bidgood, C. Y.: A Study of Methods of Procedure 


in Resection of the @sophagus. Ann. Sw 
1921, lxxiv, 546. 

Because of the situation and structure of th 
cesophagus its surgical treatment is difficult. 1) 
its cervical portion it is easily mobilized, but in it- 
thoracic portion it lies deep in the mediastinum in 
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juxtaposition to such delicate and important struct- 
ures us the pericardium, trachea, pleura, the vagi, 
leit recurrent laryngeal, and sympathetic nerves, 
the thoracic duct, the aorta, the left subclavian 
artery, and the azygos vein. Mobilization here is 
therefore extremely difficult. From the standpoint 
of microscopic anatomy it is seen that there is no 
definite coat, such as the submucous layer in the 
intestine, which is sufficiently strong to hold the 
suture in place. This makes it difficult to procure a 
line of suture which will withstand tension, and as 
the asophagus is fixed at its upper and lower ends, 
each descent of the diaphragm during inspiration 
causes a strain on the line of union and favors 
leakage. 

Other factors adding to the difficulty and danger 
of wsophageal resection are: (1) the impossibility of 
stretching the asophagus to approximate the two 
ends after the excision of a portion. (2) the absence 
of a serous coat and the consequent failure of ad- 
hesions to form around the line of union and _ pre- 
vent leakage, (3) the low resistance to infection 
of the loose connective tissue of the mediastinum; 
and (4) the constant presence of bacteria in the 
wsophageal lumen. 

The author discusses the history of operations 
upon the oesophagus, analyzing and describing 
twenty-five cases collected from the literature. 
According to the statistics, the skin tube procedure 
is the method which has been used with the best 
results during the last ten vears and should be the 
method employed in cases of carcinoma and strict- 
ure of the oesophagus when cure by dilatation with 


bougies is impossible. 
FREDERICK CHRISTOPHER, M.D. 


Fonio, A.: A Case of Antethoracic (Esophagoplasty 
(Kin Fall von antethorakaler Ocsophagoplastik ). 
Schweiz. med. Wehnschr., 1921, li, 865. 

rhe author reports a case of successful oesophago- 
plasty with drawings, roentgen pictures, and sche- 
matic sketches of the operation. Following injury 
to the eesophagus the permanent bougie should be 
used according to the method of Roux as early as 
possible. In late cases sounding may be tried; in 
some instances the retrograde method may be found 
best. If this is unsuccessful, a gastric fistula should 
be established. However, as fistula-life is depressing 
to the patient, the formation of an artificial oeso- 
phagus is to be considered. 

The case reported was an impenctrable cesophag- 
cal stricture at the level of the jugular vein due to 
i burn by potassium permanganate and treated for 
\ears until a mediastinitis with empyema devel- 
oped. An antethoracic cesophagoplasty was car- 
ried out in the following steps and completed in a 
year and five months: 

1. A cylinder of skin was formed which extended 
irom the manubrium to the ensiform process of 
the sternum. 

2. One month later, the distal end of an excised 
segment of the transverse colon, 15 cm. long and 
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connected with the median colic artery, was trans- 
planted into the stomach and its oral end trans- 
planted into the freely prepared lower end of the 
skin cylinder by means of a double suture after the 
border of the skin cylinder had been split into two 
parts. The anastomosis was effected by a muco- 
epidermic and sero-subcutancous suture similar to 
Lembert’s mucosa-mucosa and serosa-serosa sutures 
for end-to-end anastomosis. Over this a second 
serosa-subcutaneous suture was inserted to obtain 
invagination. Primary healing followed, which the 
author ascribes to the technique of the intestinal 
skin suture. 

At several later operations it was necessary to 
lengthen the skin tube above as it had shrunk con- 
siderably in length, and to perform several opera- 
tions to close a fistula which developed between the 
two parts of the skin tube. A year and five months 
later, in order to guard against inflammatory com- 
plications, the oesophagus was removed after prep- 
aration lasting over several days, and washed with 
bismuth subnitrate. The upper end of the skin 
tube was then joined end-to-end to the oesophagus. 
The left lobe of the thyroid gland and the left 
inferior thyroid artery were resected in order to 
prevent hemorrhage from the inferior laryngeal 
artery, and the sternomastoid and sternothyroid 
muscles, which had been divided at their insertion, 
were sutured on both sides to the upper lip of the 
skin wound. 

The patient now takes nourishment through the 
newly formed cesophagus. The function of a valve 
is performed by a deeply retracted cutaneous scar 
in conjunction with the muscles sutured to it. 

The author emphasizes the following points: If 
the danger of fatal intestinal gangrene is to be 
avoided, the skin tube must be made as long as pos- 
sible (at least 37 cm., or from 5 cm. above the jug- 
ular vein to the umbilicus) and the piece of intestine 
extending from the skin tube to the stomach must 
be as short as possible. The skin cylinder or tube 
should be made first, and only after its complete 
healing should the surgeon undertake the section of 
the intestine and the joining of the short intestinal 
loop to the stomach and skin tube. The joining of 
the two ends of the intestinal loop should be per- 
formed at one time. The danger of the method 
would be still less if it were possible to do without 
the intestinal loop connecting the stomach and skin 
tube. 

Fonio reviews the historical development of 
cesophagoplasty, twenty-two successful cases, and 
six cases in which the final results could not be 
ascertained. He holds that antethoracic oesophago- 
plasty is indicated in cases of impenetrable benign 
stricture of the osophagus which defy all attempts 
at the introduction of a bougie, but is not indicated 
for patients with carcinoma who either do not sur- 
vive the operation or do not live to obtain the 
final result. The article is supplemented with a 
bibliography of twenty-nine references. 

SONNTAG (Z) 
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MISCELLANEOUS 


Lemon, W. S., and Barnes, A. R.: Clinical and 
Surgical Experience in Diseases of the Chest, 
with Special Reference to Pneumothorax. 
Med. Clin. N. Am., 1921, v, 203. 


Since Emerson’s work in 1903, the conceptions of 
pneumothorax and the methods of treating it have 
been greatly influenced by four factors: 

1. Roentgenology. The X-ray has become an in 
valuable diagnostic aid, especially in cases of small 
encapsulated hydropneumothorax, small collections 
in the presence of much fluid, large collections with 
adhesions preventing collapse, and cases which do 
not present clinical signs. 

», Local anwsthesia. The use of local anwsthesia 
allows the co-operation of a conscious patient with 
the surgeon. Danger signs can be recognized im- 
mediately and several-stage operations can be 
performed with less danger than under general an- 
wsthesia. 

3. The world war. 

}. The influenza epidemic. This provided much 
material for the practice of thoracic surgery and 
stimulated research. 

Work by many observers correlated by the Em 
pvema Commission led to a much clearer conception 
of the best methods of treatment. The experimental 
work of Graham and Bell was most valuable, 


though clinical experience seems to indicate that 
the mathematical limit as to the size of an open- 
ing does not influence surgical risk and that there 
is no necessity for a differential pressure appa- 


ratus. 

The author presents the results of operations per 
formed at the Mayo Clinic on 3co patients with 
thoracic diseases. Empyema occurred in 136 cases, 
pleurisy with effusion in 107, lung abscesses in 27, 
and twelve other conditions in a smaller number of 
cases. Local anwsthesia was used 253 times, ether 
in 198 cases, and combined anwsthesia in 21 The 
operations were as follows: aspirations, 244; rib 
resections, 130; exploratory operations, 30; drain 
age incisions, 26; plastic operations, 20; and several 
other operations in fewer instances. 

Immediate complications consisted of a curious 
disturbance of the nervous system of unknown 
origin in twelve cases, dyspnaea or cyanosis and 
cough in ten cases cach, and open pneumothorax 
in three cases. In the cases of open pneumothorax 
the air was allowed to enter slowly at. first until 
accommodation was obtained, the operation then 
being completed with as large an opening as desired. 
The surgeon should always be ready to convert an 
open pneumothorax into a closed) pneumothorax 
if necessary. The behavior of the lung under such 
conditions is uncertain. 

Aspiration is indicated in) hydropneumothorax 
only for diagnostic purposes or to relieve serious 
dyspnoea. [t should always be done by a most rigid 
aseptic technique as conversion to pyopneumothoras 
is very apt to occur. Merrie R, Woon, M.D. 


Lockwood, A. L.: The Developments and Possi- 
bilities of Thoracic Surgery. Surg. Clin. V. 1) 
1g21, i, 1425. 

The author gives a résumé of the treatmes 
thoracic wounds from the time of Hippocrates uy 
and including, the world war. From August, 
to late in 1916 thousands of voung men dic: 
necessarily because surgery of the chest hi: 
advanced to the same degree as the surgery of ot] 
parts of the body. In the autumn of 1916 cam 
realization that approximately 73) per cent 
patients suffering from what were considered 1: 
sarily fatal wounds of the chest could be saved 
restored to health and in most cases to mor 
plete usefulness with less permanent disability 
those suffering from wounds of other parts o 
body. 

The author reports the case of a man, ag 
years, who was admitted to an advance surgi 
unit cight hours after he had received a bilat: 
gunshot wound of the chest. The missile had lodged 
in the liver. Examination revealed laceration of thi 
diaphragm on both Under paravertebral! 
anaesthesia the left chest was opened and the wound 
in the diaphragm excised and sutured. The tract 
and bed of the missile were excised en mass 
the incision in the lung closed by suture witho 
drainage. One and one-half hours later the sami 
procedure was followed on the right side. The liver 
was exposed and the missile removed from its sub 
stance ata depth of scm. Before the wounds r 
closed without drainage they were swabbed ou 
with saline solution and ether. The postoperative 
treatment consisted of keeping the patient i 
sitting position in bed, the administration of oxygen. 
and the administration of glucose by rectum and o! 
sodium) bicarbonate intravenously. The 
made an uninterrupted and easy recovery. 

The second case reported was that of a man, aged 
30 vears, with a penetrating chest wound, extensive 
hemothorax, laceration of the diaphragm, live: 
and kidney, and hernia of the colon. He was ope! 
ated on six hours after his admission to the hospital 
following the intravenous injection of 690 ¢.cm. of 
sodium bicarbonate and a blood transfusion of 6 
ccm. ‘The operation was performed almost entir 
under local anasthesia without gas or oxygen. At 
conclusion 500 c.cm. of sodium bicarbonate wer 
given. Recovery was complete and uneventtul 
Forty-cight ‘hours after the operation the lung \ 
almost in complete expansion. 

Repeated aspirations, or if advisable, the use o 
the trocar and cannula, and when necessary, inte: 
costal thoracotomy will reduce the death rate 
acute empyema to practically zero. If acute e¢: 
pyema is properly handled, chronic empyema rar 


sides. 


t 


patient 


1 


develops. 

In the majority of cases lung abscess will cle: 
up entirely if the patient is put to bed at once in t] 
open air with postural drainage and is given alkali: 
to offset acidosis, glucose to maintain the glycoge: 
function, and forced feeding to maintain strength. 
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iter such treatment has been given a thorough 
hould surgical measures be attempted. Opera 
hould be as conservative as possible and yet 

ntly extensive to allow evacuation, proper 
ainage, and obliteration of the cavity. 

Bronchiectasis should be treated along the lines 

suggested for lung abscess. In certain unilateral 
partial pneumectomy or artificial pneumo- 
. is indicated. In bilateral cases partial rather 
complete collapse of the more severely affected 

ny wives the best results. 

Foreign bodies, wherever located, should usually 
removed. In traumatic lesions in which the 
tis crushed surgical interference is advisable. 

Removal of comminuted bone and sharp spicules 

often prevents death from shock and exhaustion. 

With regard to cases of subdiaphragmatic abscess, 

rnia of the diaphragm, and carcinoma of the cardia 

uthor gives briefly what he considers to be the 
best approach. In cases of intrathoracic malig 
nancy a limited resection of the chest wall should be 
performed if it will clear the growth, and if necessary 
may be done in two or three stages. If the deep 
supraclavicular glands show metastasis, if there is 

‘luid in the thorax, or if the mediastinal glands show 

netastasis when the thorax is opened, further sur 

contra-indicated except for the relief of 

In only one case has the author done 

more than explore or remove specimens for diagno- 

sis. In only seven patients operated on or explored 

s the mediastinum, diaphragm, or pericardium 

iree fromextension. Because of the favorable effects 

} radium on lymphosarcoma elsewhere in the body, 
ise in lymphosarcoma of the thorax is strongly 
vocated. Roentgen-ray or radium treatment, 
ever, should follow, not precede exploration. 
the case reported, harm probably resulted from 
ntigen-ray treatment preceding exploration. 


gery is 


symptoms. 


SURGERY OF 
ABDOMINAL WALL AND PERITONEUM 


Reschke, C.: Experiments To Determine the In- 
fluence of Hypertonic Solutions on Peritoneal 
Absorption, with the Object of Using Such 
Solutions in Peritonitis (Versuche ueber dic 
Beeinflussung der peritonealen Resorption durch 
hypertonische Loecsungen zwecks Anwendung. sol 
cher Loesungen bei der Peritonitis). Arch. f. klin. 
Chir., 1921, cxvi, 466. 


Numerous earlier investigations demonstrated 
hat, at least in animal experiments, there is a con- 
siderable absorption of bacteria which have been 


troduced into the peritoneal cavity. This, how 
r, cannot be regarded as a factor in healing, for 
the virulence and number of the infecting bacteria 
great enough, death results. As the abdominal 
itv is able to tolerate a much greater number of 
bacteria than the blood stream, a large number of 
ria must be rendered harmless in the peritoneal 

The same is true of the toxins which are 
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In certain cases in which excision of the mass is not 
feasible a palliative operation is advisable. Instances 
of deep precordial pain or vomiting due to extension 
to the pericardium or diaphragm are cited. In these 
cases the mass was stripped from the pericardium or 
diaphragm and, if possible, the healthy lung was 
turned over the raw exposed area and sutured. If 
this could not be done, the adjacent portion of the 
lung was usually collapsed so that it no longer came 
into contact with the raw area of the diaphragm or 
pericardium. All patients operated on in this man- 
ner were remarkably relieved. 

Great stress is laid on the value of the roentgen 
ray and the necessity for repeated examinations dur- 
ing the progress of a case. 

The author believes that until some simple means 
of maintaining anwsthesia is found, paravertebral 
anesthesia should be employed and, if necessary, a 
small amount of gas and oxygen should be given dur- 
ing the manipulation within the chest. Ether and 
chloroform are contra-indicated in surgery of the 
chest unless the lung on the affected side is in expan- 
sion and adherent to the chest wall. 

No alarming sequela ever follow a wide incision 
in the chest but respiratory distress frequently fol 
lows a smallincision. Complete collapse of the lung 
is rare; one-half collapse is usually the limit. On 
the other hand, the lung frequently expands almost 
as if to force its way through the incision. In 
nearly 3,000 cases operated on for lesions of the 
chest there were only two deaths on the table. 

The technique of paravertebral anwsthesia is 
given in detail with an illustration showing the 
points of paravertebral injection. 

The operative technique and postoperative treat- 
ment emploved by the author are fully described 
and some of the instruments used are pictured. 

J. Eh. Strutruers, M.D. 


ABDOMIEN 


given out by the bacterial bodies, arise through their 
destruction, or are formed in the abdominal cavity 
by fermentation. 

The defense of the abdominal cavity itself against 
bacteria and their toxins is provided in part by the 
cells of the and in part by the exudate 
brought out by the irritation. In the exudate, 
which is rich in leucocytes, chemical decomposition, 
especially of albuminous substances, takes place in 
addition to biological processes. These chemical 
changes constitute the body's chief defense against 
the infecting bacteria which have obtained entrance. 
We must therefore seek to stimulate the exudation 
and to check the harmful absorption. 

The injection of chemically irritating substances 
oil of turpentine or camphorated oil—causes exuda- 
tion, and oil injections retard absorption. A con- 
siderable transudation into the abdominal cavity 
can be obtained also by osmosis if a solution of an 
otherwise indifferent substance with a higher con- 


serosa 
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centration than the blood serum and the body fluid 
is injected into the peritoneal cavity. 

The author shows by experiments and figures that 
the intra-abdominal introduction of salt or sugar in 
substance instead of in hypertonic solution increases 
transudation and diminishes the absorption of 
bacteria. The arrest of absorption, however, lasts 
only until a balance is reached. The transudate does 
not possess the marked bactericidal power of the 
exudate which the peritoneum yields to bacterial 
irritation but it influences the bacteria! flora of the 
abdominal cavity in a different way. The decompo- 
sition of sugar forms many more harmless metabolic 
products than the breaking up of albumin, and the 
toxins and ferments which decompose albumin can 
be rendered harmless by the acids present. Coagu- 
lation of the blood and the formation of fibrin are 
thereby checked. 

On the basis of his animal experiments, the author 
believes that it is possible to use hypertonic solu- 
tions as an adjunct in the treatment of clinical 
cases. From to 11% liters of a 20 per cent sugar 
solution should be distributed over the inflamed 
portion of the peritoneum and from 100 to 2co 
c. cm. of a 50 per cent solution introduced into the 
cul-de-sac of Douglas after the abdominal cavity 
has been sponged or washed out. The peritoneum 
should then be tightly sutured around a drain 
introduced into the Douglas cul-de-sac and_ the 
drain itself closed for a few hours. After some 
hours the solution should be drained and replaced 
by another supply. Immediately before the sugar 
solution is used, 2 liters or more of common salt 


solution should be injected intravenously to render 
the concentration of the sugar solution less harmful 
and at the same time to supply the material for the 


transudation. RAESCHKE (Z). 
Palier, E.: Peritonitis Acuta Circumscripta Ca- 
tarrhalis. Med. Rec., 1921, ¢, 943. 

Peritonitis acuta circumscripta catarrhalis is 
characterized by a small localized area, several 
inches in diameter, of slight dull abdominal pain 
which is aggravated by deep pressure, walking, or 
exercise, and relieved when the patient lies down. 
There may be some nausea, and there is constipa- 
tion which is not relieved by laxatives. Stool exam- 
ination is negative. 

The localized area of pain may be in the left iliac 
region or some other locality. There is slight eleva- 
tion of temperature. The ailment may begin with 
a cold. It lasts from a few days to several weeks 
and seems to clear up rapidly under the use of 
salicylates, preferably strontium salicylate. As no 
postmortem examinations have been made, the 
exact pathology and etiology are not known, and 
consequently the name given the disease is as yet 
move or less vague. 

Palier gives the history of the condition as it 
occurred in himself and in three other cases. He 
has been unable to find any previous account of it. 

Water C. Burkert; M.D. 
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GASTRO-INTESTINAL TRACT 


Balfour, D. C.: The Use of the Actual Cautery in 
Treating Benign Lesions of the Stomach and 
Duodenum. Surg. Clin. N. Am., 1921, i, 1232 

For centuries the cautery has been used as a 
hemostatic, sterilizer, and counter-irritant, and. it 
is one of the few therapeutic agents of antiquity 
that has endured to modern times. Heat not only 
destroys malignant cells, but does so without de- 
vitalizing healthy tissue. 

In the Mayo Clinic the cautery has been used 
routinely in many conditions. It is applied to the 
edges of the stomach and intestine after removal of 
malignant growths; to malignant neoplasms. of the 
bladder; in the treatment of the mouth, tonguc, and 
jaws; and to epitheliomata of the skin. In non-mal- 
ignant inflammatory conditions and in intractable 
infections of the skin cauterization may bring about 
healing when all other methods have failed. 

Cauterization has become the most frequently 
employed procedure in the Clinic in the surgical 
management of gastric ulcer and certain types of 
duodenal ulcer. In a series of 437 gastric ulcers 
treated with the cautery the mortality rate was less 
than half the average rate of all other types of 
operations for gastric ulcer in the Clinic. At least 
80 per cent of the patients have been afforded rclie/ 
from symptoms, and the subsequent death rate has 
been considerably lower than the average death rate 
following all other operations. This is especi:lly 
significant since it is due, at least to some extent, to 
the specific destructive action of heat on the cancer 
cell. The outstanding facts in cautery excision and 
gastro-enterostomy for ulcer of the stomach are 
the low operative mortality, the absence of post- 
operative morbidity, the high percentage of sitis- 
factory symptomatic results, and the low incidence 
of late sequela. The cautery is particularly effective 
in destroying the bleeding type of ulcer, both gastric 
and duodenal, and decreasing the frequency of sub 
sequent gastric haemorrhage. 

It is most applicable to the small ulcer involving 
the lesser curvature. In ulcers of the posterior wall 
of the stomach the cautery is used for a transgastric 
excision or for cauterization of the edges of the open 
ing in the stomach after it has been separated from 
the pancreas. 

The technique consists essentially in thorough 
cauterization of the actual ulcer after opening th: 
stomach over it with the cautery. The surrounding 
tissue may be heated without increasing the size o! 
the opening, and the selective action of heat utilized 
on any actual or potential cancer cell. Since the 
vulnerability of the cancer cell to heat is five tim 
as great as that of the normal cell, this method po 
sesses distinct advantages in the treatment of thi 
few ulcers in which early malignant degenerati: 
has taken place. The opening of the cautery excisic 
is considerably smaller than that of knife excisi: 
of the entire indurated area. The induration dis: 
pears when the central point of infection is destroyed 
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There is no active hemorrhage when cauterization 
is carried out slowly. The opening is closed with 
interrupted chromic catgut, a flap of gastrohepatic 
omentum is sutured to the wall of the stomach to 
protect the site of the closure, and a gastro-enteros- 
tomy is done. 

In duodenal ulcers only a puncture is necessary 
because the actual lesion is clearly in view and the 
ulcer crater usually small. So far, the cautery has 
been used chiefly for the bleeding type of ulcer of 
the duodenum; that is, the ulcer with a history of 
gastric or gastro-intestinal hemorrhages. The per- 
foration of such an ulcer with the cautery in addi- 
tion to the routine gastro-enterostomy has apparent- 
ly prevented the danger of subsequent haemorrhage. 

O. S. Proctor, M.D. 


Bruett, H.: Radical or Conservative Operation For 
Freely Perforating Gastric and Duodenal Ulcer? 
Radikale oder konservative Operation des frei 
perforierten Magen- und Duodenalgeschwuers?) 
Zentralbl. f. Chir., 1921, xviii, 1378. 

In recent years the treatment of acute perforating 
ulcers and the chronic forms has become more radi- 
cal. Von Haberer in 1919 was the first to report two 
cases of perforation treated by resection. The per- 
foration had occurred seven and twenty-four hours 
previously. The patients recovered. 

Bruett states that he does not use the radical 
method for all forms of ulcer. In cases of duodenal 


or pyloric ulcer gastro-enterostomy with exclusion of 
the pylorus remains the method of choice. In cases 
of acute perforation the results were not quite so 


satisfactory. Until a short time ago, over-and-over 
suturing of the perforation opening followed by a 
posterior gastro-enterostomy was the usual proced- 
ure. The abdominal cavity was then washed out 
and the wound closed by primary suture without 
drainage. In 140 cases treated in this manner the 
operative mortality was 40 per cent. Fifty-eight of 
the patients who lived were examined later; 47 per 
cent were entirely free from symptoms. In 12 per 
cent of the cases recurrence developed, and in five 
of these severe hemorrhage occurred. Evidently 
gastric or gastrojejunal ulcers had been over- 
looked. 

The frequent recurrence of ulcers led to the 
idoption of a more radical procedure whenever the 
patient’s condition permitted. In order to justify 
the radical procedure in these cases it must of course 
be proved that the operative mortality is not much 
greater than that of conservative methods, and that 
the end-results are better. Regarding the first point 
the author reports on twelve resections in cases of 
perforation. With regard to the second point he is 
till unable to give a decision. 

In ten cases there was an ulcer at the pylorus or 

ithe duodenum. In most instances the perforation 

d occurred more than twelve hours previously. 
ln eight cases there was beginning diffuse periton- 

is. The author emphasizes particularly the fact 
hat the abdomen was closed primarily in every in- 
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stance. The method of resection almost 
always the Billroth II method. 

Of ten patients operated on by this method, only 
one died following the operation. The pulse was 
rapid and hemolytic streptococci were in the exudate. 
In this connection the author refers to the bacteriol- 
ogy of perforated ulcers. The variety of bacterium 
in the exudate is decisive as regards the prognosis. 

In general, these cases of resection run a surpris- 
ingly smooth course. The method should be tried 
out in the larger clinics in order that it may be de- 
termined whether it gives as good or better results 
thanthe old method of over-and-over suturing. 
Kocu (Z) 


Was 


Hartmann: The Functioning of the Gastro-Enter- 
ostomy When the Pylorus Is Permeable (\ 
propos du fonctionnement de la gastro-entérostomie 
en cas de perméabilité du pylore). Bull. ef mém. 
Soc. de chir. de Par., 1921, xlvii, 1078. 

Experimental work previously carried out by 
Hartmann demonstrated that the contents of the 
stomach were evacuated principally by the anas- 
tomotic opening when the latter was in the pyloric 
antrum, but by the pylorus when the anastomotic 
opening was in the cardiac portion of the stomach. 
The general opinion that in animals experimented 
upon the gastro-enterostomy orifice does not function 
when the pylorus is permeable is explained by the 
fact that in the dog the portion of the stomach pre- 
sented when the abdomen is opened is the cardiac 
portion and hence almost always the orifice is made 
far from the pylorus. When the motility of the 
stomach is suppressed by section of the gastric 
nerves, evacuation occurs through the gastrojejunal 
orifice instead of through the normal pylorus, there 
being no longer any rhythmical contraction of the 
pyloric portion. 

Hartmann urges surgeons making a study of the 
function of the gastro-enterostomy orifice in cases of 
permeable pylorus to indicate the situation of the 
new orifice exactly. The differences in the results 
obtained would then be explained. 

In nineteen cases of gastro-enterostomy performed 
by Hartmann in which the pylorus was permeable 
it was found on re-examination from one to eleven 
years later that in one case complete evacuation 
occurred through the pylorus, in sixteen cases the 
gastric contents passed by the neostomy, and in two 
cases the stomach was emptied through both the 
pylorus and the neostomy. The diflerence was due 
to the different positions of the neostomy. When it 
is desired to obtain physiological exclusion of the 
pylorus and duodenum the neostomy should be 
placed in the pyloric antrum. W. A. BRENNAN. 


Rankin, F. W., and Mayo, C. H.: Gastrojejunocolic 
Fistula Following Gastro-Enterostomy. Surg 
Clin. N. Am., 1921, i, 1241. 

The seven cases of gastrojejunocolic fistule 
reported were observed among ror gastrojejunal 
ulcers at the Mayo clinic. 
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Gastrojejunocolic fistula have a definite syndrome 
and their presence can be revealed by the roentgen 
ray in practically all cases. The symptoms may 
begin from five weeks to nine and one-half years 
after a gastro-enterostomy. Usually they develop 
within six months or a vear. The fistula may be 
intermittently patent and closed. The pain is not 
of a definite character, but is usually lower than 
that associated with duodenal ulcer. Often a 
palpable mass is produced by the scar tissue in 
the area involved. Diarrhoea, wasting, and fecal 
vomiting are prominent signs. 

The cause of the condition is obscure. According 
to Moynihan, failures after gastro-enterostomy are 
due to three factors: (1) absence of a primary 
lesion, (2) a residual focus, and (3) a technical fault. 
Postoperative gastrojejunal ulcer occurs in from 
1 to 3 per cent of cases of gastro-enterostomy, while 
in about 1o per cent of the cases of such ulcer a 
colonic fistula develops. Thirty-four cases have 
been reported previously in the literature. No 
definite etiological réle can be assigned to trauma 
or mechanical factors. Non-absorbable sutures may 
be of some etiological importance, but jejunal ulcers 
sometimes follow the use of absorbable sutures. 
If infection is a factor, a nearby ulcer may be 
responsible, but infection may also come from a 
distant focus such as one in the teeth or appendix. 
The action of the acid gastric secretion on the 
jejunal mucosa and the suturing of the rent in the 
transverse mesocolon to the line of anastomosis ate 
other possible causes. 

Separation of the colon from the stomach with 


closure of the fistula and protection of the sutured 
areas by placing omentum between may be the only 
treatment necessary. It may be advisable to release 


the gastro-enterostomy and perform a_ Finney 
operation on the pylorus or to re-establish the 
gastro-enterostomy. In the thirty-one cases of 
fistula reported by Bolton and Trotter the mortality 
was not high considering the seriousness of the 
condition; of twenty-seven patients operated on 
twenty-one recovered. There was no operative 
death in the series of seven cases reviewed in this 
article. J. W. Ross, M.D. 


Mayo, W. J.: Gastro-Intestinal Union Following 
Gastrectomy for Cancer. Surg., Gynec. & Obst., 
1Q21, XXXII, 578. 

When Péan, in 1879, performed the first resection 
of the stomach for cancer, he was suddenly con- 
fronted with a surgical situation which he met 
brilliantly, but did not follow. Rydygier, in 1880, 
performed the second operation and apparently 
understood the principles involved. To Billroth 
belongs the credit for the performance of the first 
successful radical operation for cancer of the stom- 
ach. In his first method of resecting the stomach 
the continuity of the gastro-intestinal tract was 
restored by direct union of the duodenum with the 
amputated end of the stomach. The scope of this 
operation was limited because, if there was a con- 


siderable gap between the end of the duodenum and 
the stump of the stomach, the tension was dangerous 
and frequently leaking would occur at the angle 
where the amputated end of the stomach was re- 
duced to the size of the duodenum. In Billroth’s 
second method these technical defects were over- 
come by a separate gastrojejunostomy after com- 
plete closure of the duodenum and the end of the 
stomach. 

Kocher modified Billroth’s first method by clos- 
ing the end of the stomach completely and im- 
planting the end of the duodenum into the posterior 
gastric wall. He tried to overcome the element of 
tension by mobilizing the upper duodenum, but 
his procedure proved to be open to the same objec- 
tions as Billroth’s first method and could be used 
only in cases in which the growth was small and 
close to the pylorus. The same objections applied 
to resection of the stomach in continuity for cancer. 
Pélya successfully modified the operation by closing 
the end of the duodenum, implanting the amputated 
end of the stomach into the side wall of the upper 
jejunum, and bringing the gastrojejunal anastomo- 
sis behind the colon through an opening in the 
transverse mesocolon. Neither the Pélya method 
nor Billroth’s second method permitted attack on 
the more extensive growth of the stomach in which, 
after removal of the diseased portion, there was not 
sufficient room on the posterior wall for the inde 
pendent gastro-enterostomy of Billroth’s second 
method or sufficient length to bring the end-to-end 
anastomosis of Pélya below the transverse meso- 
colon. Balfour modified the Pélya operation by 
bringing the jejunum anterior to the colon, a change 
which permits the formation of a satisfactory anas 
tomosis however small the portion of stomach re 
maining. 

Moynihan has recently described a new operation 
in which the upper jejunum is divided, the distal 
end turned in, and the stump of the stomach 
applied end-to-end as in the Pélya method. Th« 
proximal jejunal end is then anastomosed to thi 
lateral wall of the attached jejunum below the leve! 
of the transverse mesocolon. 

Crile and Lilienthal advocate the two-stage opera- 
tion: gastro-enterostomy first and removal of the 
diseased portion of the stomach some days later. 
A disadvantage of this procedure is that it necessi 
tates the handling of the carcinoma of the stomach 
twice and therefore increases the danger of detach- 
ing cancer cells which may graft on the peritoneum, 
ruptured ovarian follicles, or lower sigmoid. Second- 
ary resection does not always permit as careful 
removal of the glands as the primary operation. 
Mayo’s experience with the two-stage operation 
has been very favorable regarding mortality, sinc: 
practically all patients who survived the gastro- 
enterostomy and gained sufficiently to undergo 
resection recovered from the radical operation. 

Peck has suggested that the gastro-enterostomy 
be made first in the cases of debilitated patients and 
that it should be followed by resection done imme- 
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diately if the patient’s condition warrants it or per- 
formed at a second stage. 

The roentgen ray and improved methods of clini- 
cal diagnosis are greatly increasing the number 
of patients with cancer of the stomach who come 
to the surgeon in a curable condition. Much of the 
success of the operation depends on the method of 
restoring the gastro-intestinal tract. 

GeorceE H, Jackson, Jr., M.D. 


Bacon, D. K., Anslow, R. E., and Eppler, H. H.: 
Intestinal Obstruction. Arch. Surg., 1921, iii, 
O4ft. 

The authors review the theories to explain the 
fundamental pathologic changes induced by intes- 
tinal obstruction. The theory of splanchnic paraly- 
sis and circulatory shock concedes a place of primary 
importance to the distension and consequent cir- 
culatory disturbance in the bowel and their effect 
on the sympathetic nervous system through the 
nerve endings in the wall of the intestine. According 
to another theory, water loss from drainage of the 
body fluid into the intestinal lumen above the 
obstruction is the cause of the systemic symptoms 
and eventual death. The latest, and at present the 
most widely accepted, theory attributes the symp- 
toms to toxemia of duodenal origin. Recent obser- 
vations have led to the discovery that intestinal 
obstruction is frequently accompanied by remark- 
able changes in the concentration of the non-protein 
nitrogen of the blood. 

Che authors have undertaken experimental work 
on dogs to determine the influence, if any, of the 
water balance of the body on the progress of the 
condition and on the concentration and excretion 
of non-protein blood nitrogen. The findings of 
these investigations seemed to indicate that water 
deprivation is the most important, if not the 
sole, factor in the production of the pseudo-uremia 
of intestinal obstruction. The conclusions drawn 
are as follows: 

1. The rise of concentration in non-protein blood 
nitrogen observed in: intestinal obstruction is due, 
hot to that condition per se, but to the associated 
water loss. 

An increase in blood nitrogen in intestinal 
obstruction may be prevented by the administration 
of sufficient water. 

3. An increase of blood nitrogen may be pro- 
duced experimentally in the absence of intestinal 
obstruction or a pre-existing nephritis by the 
adoption of any measure which will produce se- 
vere thirst. 

4. In the absence of complications, death from 
intestinal obstruction is due to toxemia from the 
protein disintegration which occurs after severe 
water loss. This is the most common clinical 
example of death from thirst. 

5. The toxic nitrogenous residue is excreted by 
the intestinal mucosa from the blood stream into 
the intestine where it may exist in higher concentra- 
ion than in the blood. If not drained out on relief 
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of the obstruction, the material may be re-absorbed 
by the lower bowel and colon and cause an increase 
of the already present toxemia. 

6. Fever in cases of intestinal obstruction may be 
of aseptic origin and indicate nothing more than 
the protein disintegration occurring in severe de- 
hydration. 

7. An increase in the non-coagulable blood nitro- 
gen in various conditions such as heat stroke, peri- 
tonitis, pneumonia, and the atrophy of infancy 
depends on a low water reserve, and in the absence of 
nephritis may be used as a reliable guide for the 
administration of water. 

8. The two chief theories of fever, the protein 
theory of Vaughan and the dehydration theory of 
Balcar, Sansum, and Woodyatt, may be unified by 
showing that the latter depends on the former. 

FREDERICK CHRISTOPHER, M.D. 


Stone, J. S.: Intussusception—The Clinical Mani- 
festations. Boston M. & S.J., 1921, clxxxv, 562. 


The symptoms of intussusception are characteris- 
tic. The first is invariably paroxysmal and griping 
pain which occurs only during the periods of peri- 
staltic action. Between the periods of contraction 
of the muscular wall of the bowel the child may 
often quietly drop off to sleep, but when the spas- 
modic peristaltic action comes on, definite signs of 
shock are produced by the violent contraction and 
pulling and squeezing of the bowel. Pallor, cold 
sweat, and often reflex vomiting occur during such 
periods. 

The next symptom is the appearance of mucus in 
the stools. This usually occurs fairly promptly 
because of the active peristalsis and the fact that 
as a rule the trouble is located in the large intestine. 
It appears, however, only after the discharge of 
feces and may come at the end of an otherwise 
normal fecal movement. The mucus then is blood- 
stained. As the passive congestion increases, prac- 
tically pure blood is poured out from the lower bowel. 

The vomiting due to the intestinal obstruction is 
not the reflex vomiting noted at first and soon be- 
comes fecal in character. 

The toxemia due to absorption is the next symp- 
tom, and in infants often comes on with appalling 
rapidity and severity. 

Distention may or may not be present. Often it is 
slight because of the amount of vomiting, but at 
times it is considerable. 

The diagnosis can be made from these symptoms 
alone. The finding of the tumor on examination 
of the abdomen confirms the diagnosis. As a rule 
the tumor can be felt with the greatest ease, but oc- 
casionally it is concealed behind distended loops of 
small bowel. Usually the condition begins at the 
iliocecal valve. Therefore, at the onset the tumor 
is in the right iliac fossa. Very soon, however, 
the advancing mass is under the liver at the hepatic 
flexure of the colon, from which point it moves over 
toward the spleen and finally to the lower part of 
the abdomen on the left side. 
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In no condition are the symptoms more definite, 
and in none is the need of instant surgical interven- 
tion more plain. 

No other than operative treatment is to be con- 
sidered. However far to the left side the tumor may 
be felt, the incision must never be made to the left 
of the midline and usually may be well to the right 
because the greatest difficulty in reduction is usually 
met in the region of the cecum. Reduction as far 
as possible by taxis is the first step. 

If the bowel is gangrenous or if reduction cannot 
be effected, immediate resection is indicated. 

After resection, anastomosis is necessarily a time- 
consuming procedure. In the cases of babies, enter- 
ostomy should be avoided if possible. 

The appendix, the ileocecal valve, and the various 
folds of serous membrane in this region are prac- 
tically always involved in the intussusception. The 
temptation to remove the appendix is often strong. 
Surgical refinements should be left until later. 

H. A. McKnicuar, M.D. 


Hussey, F. V.: Acute Intussusception: Surgical 
Treatment and Report of Case. Boston M. & 
S.J., 1921, clxxxv, 564. 

There is no medical treatment for intussuscep- 
tion. Inflation with air and distension with water 
are unscientific as they do not effect a positive 
reduction. 

The surgical measures to be employed must be 
governed by the condition. Seventy per cent of all 
cases occur during the first year of life. In a series 
of 198 cases reported by Holt the mortality ranged 
from 37 per cent in those operated upon the first 
day to 75 per cent in those operated upon the sixth 
day. 

As soon as the diagnosis is made, laparotomy is 
indicated. It should be borne in mind that when 
anything more than simple reduction of the intus- 
susception is demanded, the risk is greatly increased. 
In a series of 374 cases treated at St. Thomas’ Hos- 
pital 82.2 per cent of the invaginations were reduc- 
ible. When the tumor is reducible a large part of 
the reduction can be accomplished within the ab- 
domen. By gentle pressure at the apex and gentle 
stroking of the outer walls of the intussusception 
toward the apex the invagination is usually reduced 
easily except at the last portion. After complete 
reduction has been effected a search should be made 
for any abnormality, such as polypi, Meckel’s 
diverticulum, or tumor of the wall of the intestine 
which may have been the cause of the trouble. 

In a few cases the author has fastened the upper 
border of the terminal portion of the ileum to the 
inner margin of the ascending colon by a single 
suture of plain catgut or linen, making the two 
segments parallel. 

The unreducible variety of intussusception pre- 
sents a very different problem. In such cases resec- 
tion is necessary. This may be done at a primary 
operation or delayed until the patient’s condition 
has improved, the mass in the meantime being 
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anchored to the abdominal wall and the bowel 
drained proximally. Very few successful resections 
in children under one year of age have been reported, 
the mortality in such cases being nearly 100 per cent. 
Resection en masse is preferable to the Maunsell- 
Barker operation as the former involves less expo- 
sure of the peritoneum to infection, it is an easier 
operation to perform, and it deals with more normal 
tissue. H. A. McKnicur, M.D. 


Gallart Monés, F.: Primary Cancer of the Ampulla 
of Vater (Cancer primitivo de la ampolla de Vater). 
Arch. espan. de enferm. d. apar. digest., 1921, iv, 659. 


The author reports the case of a man 50 years of 
age whose principal symptoms were pronounced 
emaciation, an intense icterus without itching, an 
increase in the size of the abdomen, free ascites, and 
cedema of the lower extremities. Between 15 and 
20 liters of yellowish alkaline fluid were withdrawn 
by paracentesis. Below the floating ribs on the right 
side an indurated zone could be felt which suggested 
a neoplasm of the head of the pancreas. The Weber 
reaction was positive. There was entire absence of 
bile pigments and of amylolytic action. The Wohl- 
gemuth test was positive. The diagnosis was pri- 
mary cancer of the ampulla of Vater with probable 
invasion of the organs in the vicinity but no inter- 
ference with the evacuation of pancreatic secretion. 

At operation the common duct was found to be 
greatly dilated and full of a milky fluid. The gall- 
bladder was small. The cystic duct contained a 
nodule. The head of the pancreas was slightly en- 
larged and indurated. 

The patient died twenty-four hours later. Autop- 
sy showed a hard neoformation in the upper part 
of the head of the pancreas at the point of entrance 
of the common duct. Incision demonstrated the 
permeability of Wirsung’s canal and the presence 
of small pancreatic cysts. Histologic examination 
showed cylindrical-celled epithelioma primary in the 
intestine with secondary invasion of the common 
duct and a tendency to invade the pancreas. A 
superficial histologic examination would have led 
to the erroneous diagnosis of a neoplasm primar) 
in the head of the pancreas. W. A. BRENNAN. 


Biggs, M. H.: Intussusception of the Ileum in 
Adults Due to Benign Tumors. Surg., Gynec. & 
Obst., 1921, xxxiii, 499. 


One-third of all cases of intestinal obstruction are 


due to intussusception. The causes of intussus- 
ception, as reported in the literature, are diarrhoea, 
intestinal ulceration, benign and malignant growths, 
Meckel’s diverticulum, intestinal parasites, heav) 
lifting, trauma, and purgatives. Treves states that 
polyps are present in 5 per cent of the cases. ‘The 
benign tumors include the polypus, lipoma, myx- 
adenoma, fibroma, myxofibroma, myofibroma, myx- 
oma, cyst of the ileocecal valve, and papilloma. 
Malignant growths are represented by carcinoma, 
sarcoma, myosarcoma, melanotic sarcoma, 1! 
epithelioma. 
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In the intestinal tract as a whole malignant 
growths cause one-seventh of the cases of intussus- 
ception, and benign tumors, one-fifth. In the large 
bowel the proportion is about equal, while in the 
small intestine the relation is two benign tumors to 
one malignant growth. Benign tumors do not alter 
the intestinal wall, but malignant growths render 
the bowel thicker, firmer, and less liable to infolding. 
Growths that project into the gut lumen are more 
apt to cause intussusception. Tumors in nearly any 
part of the intestines may be associated with intus- 
susception: for example, a polypus at the pylorus 
and a tumor of the large bowel protruding from 
the anus. Every benign growth favors intussuscep- 
tion. 

The course and symptoms of benign tumors are 
slight obturation, chronic stenosis, perhaps recurring 
intussusception (borne out by the history over a 
prolonged period and, at times, by the appearance 
of the bowel at operation), and finally complete 
obstruction. Early symptoms may be slight or 
absent. The onset may be sudden. The higher the 
tumor in the small bowel the later the symptoms 
develop because of the greater fluidity of the bowel 
contents. Recurrent invagination is characterized 
by colic-like pain and nausea followed by sudden 
relief. 

Biggs reports the recovery of a man, 49 years of 
age, who had complete obstruction from intussus- 
ception of the ileum due to a myxoma. The intus- 
susception was reduced. The broad base of the 
tumor necessitated enterectomy and _ intestinal 
anastomosis. 

After reviewing the literature Biggs gives his 
conclusions as follows: 

1. While intussusception is essentially a condition 
of childhood, it occurs in adults with sufficient fre- 
quency to make it of surgical importance. 

2. Intussusception in childhood is usually spon- 
taneous, but in adults a demonstrable lesion can 
usually be found. 

3. The most common cause of intussusception in 
the small intestine in adults is a benign tumor. 

4. A benign tumor can often be diagnosed before 
obstruction develops. 

5. Recurrent invagination frequently occurs pre- 
vious to obstruction. 

6. After surgical reduction of intussusception a 
tumor must be sought for and, if present, must be 
removed if recurrence is to be prevented. 

Wa ter C. Burket, M.D. 


Joest, E.: The Pathogenesis of Intestinal Emphy- 
sema: Cystoid Pneumatosis of the Intestine 
(Einige Bemerkungen zur Pathogenese des Intestinal- 
emphysems: Pneumatosis cystoidesintestini). Arch. 
f. pathol. Anat., 1921, CCXxxiv, 524. 


The pathogenesis of intestinal emphysema is not 
the same in man and the pig, as in man the pneuma- 
tosis of the intestinal wall may affect the colon as 
well as the small intestine, which is never the case 


in the pig. Moreover, the position of the visible 


gas bubbles is also different as in man they occur 
only in the region of the mesenteric insertion. 

The gas content of the cysts is not derived from 
the intestinal lumen, but must be attributed to the 
activity of the bacillus coli communis which is 
found in every intestine. The presence of inflamma- 
tion of the intestinal mucosa or some other intes- 
tinal lesion and an abundant supply of carbohy- 
drates are the main causes of this disease. 

VotLHArDt (Z). 


Hayes, J. M.: The Involvement of the Lymph 
Glands in Carcinoma of the Large Intestine. 
Minnesota Med., 1921, iv, 653. 

A careful review of the literature is given with 
regard to the relative frequency of carcinoma of the 
large intestine, its origin and type, the frequency of 
metastasis, and the manner in which the malignant 
cells are disseminated. 

One hundred preserved specimens which had been 
removed at operation in the Mayo Clinic were 
studied. Macroscopic and microscopic examinations 
were made of the primary growth and of the lymph 
glands, which were dissected out carefully. Special 
attention was paid to the location of the glands. 
Fourteen hundred and six glands were obtained from 
the 100 specimens. In 63 per cent there was no 
metastasis; in 37 per cent one or more glands were 
involved. The cases were divided into three groups, 
Group t including cases without metastatic involve- 
ment of the regional lymph glands, and Group 2 
being made up of cases with metastatic involvement 
of one or more regional lymph glands. The third 
group was made of the cases of colloid carcinoma 
and divided into subgroups according to the pres- 
ence or absence of glandular involvement. 

Tables give the patients’ sex, and age, the dura- 
tion of the symptoms, the number of glands found, 
the number involved, etc. The data are briefly sum- 
marized as follows: 

Carcinoma of the large intestine develops most 
frequently in the sixth decade of life, but is rather 
common after the third decade. It occurs with 
equal frequency in both sexes. Metastases are 
formed less often in carcinoma of the large intestine 
than in carcinoma of any other part of the gastro- 
intestinal tract. In the series of cases reviewed, 
metastasis was found most often in the sigmoid flex- 
ure. The other parts of the large intestine were 
involved secondarily in the following order: descend- 
ing colon, transverse colon, hepatic flexure, splenic 
flexure, and ascending colon. Carcinomata without 
local metastasis usually protrude into the intestinal 
lumen while those with local metastasis penetrate 
the walls of the intestine. Metastasis may occur in 
the liver without local metastasis. 

Annular carcinoma is present in nearly 25 per cent 
of the cases. Annular constrictions due to degen- 
eration and resulting scar tissue often have the ap- 
pearance of annular carcinoma. Adenocarcinoma is 
present in every carcinoma which originates in the 
large intestine. ° 
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Colloid carcinoma occurs in 16 per cent of the 
cases and is of two types, viz., those with long dura- 
tion of symptoms (the mildly malignant type), and 
those with short duration of symptoms (the highly 
malignant type). Colloid carcinoma metastasizes 
and is frequently present in the most highly malig- 
nant cases. It is very difficult to control after 
metastasis has occurred. The highest percentage of 
recurrences is found in the highly malignant type, 
in which local glands often show metastases. 

Carcinoma of the large intestine frequently exhib- 
its marked cell differentiation with a tendency to 
self limitation. Cases with little cell differentiation 
in the locally involved glands are clinically most 
malignant. The lymph glands may be palpable and 
plainly visible to the naked eye though normal in 
consistency. Lymph glands which are only in- 
flamed may have such marked cellular infiltration 
and lympheedema that they resemble large carcino- 
matous glands in size and consistency. Carcinoma 
usually enters the lymph glands at the periphery 
through the lymph sinuses. The lower cut-off ends 
of the glands in the intestinal wall may be mistaken 
for highly malignant cells. Very small non-palpable 
glands may be carcinomatous. The involved local 
glands are usually at the point of greatest extension 
of the growth. 

Very few carcinomatous growths involve more than 
two or three glands in metastasis, but there may be 
many large inflamed glands in the same specimen. 
When a large number of local glands are involved the 
carcinoma is usually highly malignant. The size of 
the primary growth is no criterion of the presence or 
absence of metastasis. It is possible to rule out 
local metastasis in carcinoma of the large intestine 
only by a systematic microscopic examination. 

MertE R. Hoon, M.D. 


Mayo, W. J.: Diverticulitis of the Sigmoid. JV ir- 
ginia M. Month., 1921, x\vili, 427. 


Every medical practitioner has seen a case of 


diverticulitis of the sigmoid. This condition more 
often occurs in middle or later life and as a rule, but 
not always, in obese persons. In the active stage 
there is usually a painful, indefinite swelling on the 
left side of the abdomen. The symptoms are often 
subacute and accompanied by a moderate rise in 
the temperature, seldom above 102 degrees. In a 
few days, the pain, tenderness, and swelling sub- 
side, and in two or three weeks the patient recovers. 
However, not all cases have such a fortunate end- 
ing. Abscess formation may develop with spon- 
taneous rupture, most frequently through the blad- 
der. This may result in a permanent fistula between 
the sigmoid and bladder. In some cases distress in 
the bladder is extreme, due to the discharge of gas 
and feces with resulting infection. 

Acute intestinal obstruction may be produced by 
adhesions caused by diverticulitis. When general 
peritonitis occurs as a sequel, the Ochsner treatment 
is carried out until the acute condition subsides to a 
chronic state. 


INTERNATIONAL ABSTRACT OF SURGERY 


Fistula between two portions of the intestine may 
occur and rarely heal spontaneously. Occasionally 
they lead to the formation of other abscesses which 
may rupture spontaneously with the formation of 
multiple fistulae. The author has operated in his 
Clinic on a patient with as many as six intercom. 
municating intestinal fistula with one or more open- 
ings into the bladder. 

A paper by Mayo, Wilson, and Giffin in 1907, with 
reports of clinical, operative, and pathologic findings 
in five cases of diverticulitis of the sigmoid, gave 
conclusive proof of the existence of this condition. 
Valuable contributions to the acute phases of the 
condition have been presented in the literature. 

The author discusses only the acquired type of 
diverticulitis; that is, the type in which the mucous 
membrane pouts through defects in the submucous 
and muscular coats of the intestinal wall and is 
covered only by peritoneum. Congenital or true di- 
verticula are covered by all the layers of intestinal 
wall. In the former the neck of the sac is smaller 
than the lumen, and as a result of infection and 
cedema the opening into the sigmoid becomes closed. 
The infectious process continues and localized peri- 
tonitis or abscess results. 

Acute diverticulitis frequently simulates acute 
appendicitis. As a rule only one diverticulum is 
involved at the beginning, others being affected 
later through contiguity. 

The X-ray has aided in the diagnosis of this con- 
dition and the demonstration of its frequency. 
Diverticulitis is not always confined to the sigmoid, 
although it is most frequently found in that portion 
of the intestine. Perirectal fistula may have their 
origin in an acute infection of a rectal diverticulum, 
as pointed out by C. H. Mayo. Diverticula may 
occur in any or all parts of the large intestine. Parts 
of the colon have been resected for diverticulitis in 
seventy-eight cases at the Mayo Clinic. In sixty- 
four of these cases the condition occurred in the 
sigmoid. 

Chronic induration of a part of the sigmoid may 
follow the course of acute or subacute diverticulitis. 
This may produce partial or complete obstruction 
of the colon. It must be determined whether the 
tumor is chronic diverticulitis, carcinoma, or carci- 
noma developing on diverticulitis. Wilson, in 1911, 
called attention to the relationship between these 
conditions. Carcinoma occurred in four of the fil- 
teen cases he reported. 

The treatment of diverticulitis of the sigmoid 
depends on many factors. If the patient is a poor 
surgical risk it should be tentative. If an abscess 
forms we should not wait for it to rupture spon- 
taneously but should evacuate it. Colostomy or 
cecostomy may be necessary to relieve acute ob- 
struction. The repair of an intestinal fistula result- 
ing from diverticulitis is a serious problem calling for 
good surgical judgment and technique. In cases 0! 
chronic stenosis, resection and end-to-end anastomo- 
sis in one or two stages is indicated. The Balfour 
tube method is best for resection of the pelvic =i¢- 
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moid. The Mikuliczand Braun two-stage operations 
are often the safest methods of resection. Nearly 
one-third of the cancers of the sigmoid have origi- 
nated in diverticulitis. Resection, therefore, should 
be done in the chronic tumor-forming type of diver- 
ticulitis. The mortality rate of this procedure is 
about the same as in cases of cancer of the rectum. 
Radical operation is to be considered seriously be- 
fore it is advised. MERLE R. Moon, M.D. 


Buic, L. A.: A Sate Method of Removing Sigmoidal 
Polyps and High Rectal Polyps. Med. Clin. N. 
Am., 1921, V, 419. 

Polyps in the sigmoid and rectum are to be con- 
sidered potentially malignant; therefore their re- 
moval becomes a matter of expediency. Small 
polyps and those with thin and relatively vascular 
pedicles can easily be removed through the proc- 
toscope or sigmoidoscope by torsion, the snare, or 
the cautery. When the polyp is large and has a 
stout pedicle, hemostasis must be secured. For 
obvious reasons this has not been practicable 
through the proctoscope when the polyp was situ- 
ated high. These cases usually demand laparotomy 
and sigmoidotomy with their attendant risk and 
discomfort. 

The author describes an instrument constructed 
by Little of the Mayo Clinic which can be operated 
through the proctoscope for the successful removal 
of polyps from the sigmoid and rectum. This in- 
strument, which is about 35 cm. in length, is com- 
posed of two crushing jaws operated by screw 


appliances on the end of a narrow tubular shaft. 
After thorough cleansing of the rectum, the patient 
is placed in the knee-chest posture, the proctoscope 


is inserted, and the polyp located. The clamp is 
then passed in with the jaws open, and with the 
aid of a special hook and fork, the pedicle of the 
polyp is drawn into the jaws of the clamp. By turn- 
ing the screws on the end of the instrument the jaws 
ure approximated and the pedicle crushed. The 
proctoscope is then removed and the clamp allowed 
to remain in position for twenty-four hours. During 
this time the patient must be kept in bed and not 
permitted to change his position without assistance 
as the handle of the clamp projects for a short dis- 
tance from the anus and might easily be dislodged 
or damage the bowel. When the clamp is to be 
removed the screws are loosened to the limit, thus 
opening the jaws. Proctoscopic examination should 
then be made in order to ascertain the condition 
of the polyp. It will slough off in two or three 
avs. During this time the patient should remain 
in bed. 

The disadvantage of the instrument is that the 
handle projects from the anus; this has been over- 
come by a recent modification which permits the 
clamping end to be detached and remain in the 
rectum. The handle can be reapplied for its re- 
moval. The author reports three successful cases 
treated by the technique described. 

V. G. Burven, M.D. 
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Pochhammer, C.: Sigmoid Anastomosis (Zur Frag 
der Sigmoideoanastomose). Zentralbl. f. Chir., 19 21 
xlvili, 1343. 

In this short article Pochhammer again advocates 
the method of sigmoid anastomosis in volvulus of 
the sigmoid flexure which he has previously urged. 
Neudoerfer’s description of sigmoid anastomosis as a 
poor procedure for the treatment of volvulus of the 
flexure meets with his especial condemnation, par- 
ticularly in view of the fact that Neudoerfer had 
operated by this method successfully in three cases. 

Various failures with the procedure which have 
been reported in the literature seem to the author 
not sufficiently well proved to demonstrate its 
inadequacy or impracticability. He believes they 
are ascribable partly to the technique rather than 
to the method itself. He states that it is not a 
matter of inconsequence how the anastomosis of the 
stretched ends of the flexure is established. It is 
most important that they have the greatest possible 
extent and width in order that the contents may 
pass through unhindered. A considerable narrowing 
of the anastomosis must be reckoned with on 
account of the excessive stretching of the abdominal 
wall. It is of importance also to make the anasto- 
motic opening in the region of the tania opposite 
the insertion of the mesentery. 

Primary resection in the treatment of volvulus 
Pochhammer believes is too dangerous, but he 
has recommended it as a secondary operation to 
patients who have first been given palliative treat- 
ment by anastomosis. Almost without exception, 
however, they have refused the recommended resec- 
tion as unnecessary because they were free from 
symptoms. DENCKS (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Mayo, W. J.: The Surgical Significance of Hepatic 
Incompetency. Surg.,Gynec. & Obst., 1921, xxxiii, 
463. 

The liver has long been recognized as a buffer 
between the general circulatory system and_ the 
gastro-intestinal tract, and between the gencral 
circulation and the spleen which filters from the 
blood micro-organisms and toxins it is unable to 
destroy and sends them through the portal circula- 
tion to the liver for destruction and detoxication. 
Little is known regarding the functions or the early 
pathologic changes of the liver; its concealed situa- 
tion and its power of regenerating injured cells and 
forming new ones prevent knowledge of what is 
taking place in the earlier stages of hepatic disease. 

Since all the liver cells are alike, the pathologic 
architecture in hepatic disease is simple. If the 
process is very acute, cell necrosis is manifest; if 
it is subacute, the destructive process assumes the 
nature of fatty metamorphosis; if it is chronic, 
cirrhosis is produced, the destroyed cells being re- 
placed by connective tissue. If the cause of the 
hepatic cirrhosis is brought to the liver by the portal 
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circulation, the new connective tissue is deposited 
around the portal vessels and obstructs the delivery 
of blood from the portal circulation to the hepatic 
cells; the patient dies, not from hepatic insuffi- 
ciency, but from the circulatory disturbances lead- 
ing to ascites and gastro-intestinal haemorrhages 
which are caused by the portal cirrhosis. In biliary 
cirrhosis the causes of injury to the hepatic cells 
are brought by the biliary channels or by the hepat- 
ic artery from some focal infection, and the connec- 
tive tissue is deposited around the bile ducts where 
it obstructs the flow of bile, causing death from 
cholemia. 

The blood on which the liver acts is venous and 
leaves the liver as venous blood, oxygen playing little 
if any part in the changes which take place. While 
it is true that the hepatic artery furnishes some oxy- 
gen to the liver, the supply is not sufficient to lead 
to the belief that oxygen is necessary to its function, 
especially when a comparison is made between the 
relatively small arterial blood supply of the liver, 
which weighs from 50 to 55 oz., and the huge arterial 
supply of the spleen and kidneys, each of which 
weighs only a few ounces but uses a large amount of 
oxygen in functioning. As the hepatic artery gives 
off the gastroduodenal and supraduodenal arteries 
and branches to the pancreas, two-thirds of its 
volume is diverted before the liver is reached. 
Possibly one of the functions of the spleen is the 
removal of oxygen from the blood which enters the 
liver by this route. The functions of the liver are: 
(1) defense against invasion of the body by micro- 
organisms and the detoxication of toxic products 


brought to the liver by the portal circulation, (2) 
fat metabolism, (3) protein metabolism, (4) car- 
bohydrate metabolism, and (5) bile function. 
Amino acids in the body are developed in the 
liver from protein metabolism begun in the intes- 


tinal tract. Urea is the ash of protein burning. 
The liver is one of the great depots for fat deposit 
and is the converter of fat into consumable material 
for body use. Certain higher fatty acids, which may 
be a residue of improperly oxidized fats in combina- 
tion with ash of improper protein burning, are back 
of many of the circulatory and vascular changes 
which lead to insufficiency of the vital organs, 
especially of the kidneys. 

The end-stages of carbohydrate metabolism take 
place in the liver, and the distribution of sugar for 
the heat and the energy of the body takes place 
through the blood stream. There is normally 
between 0.07 and o.r1 per cent of sugar in the blood, 
and the ash of sugar oxidation is passed out of the 
body through the lungs as carbon dioxide. The 
considerable amounts of glycogen normally stored in 
the liver are fed more liberally into the blood stream 
under stress of the emotions, anger and fear, acting 
through the autonomic nervous system. Under such 
circumstances the utmost energy is obtained. In 
starvation, the stored glycogen is exhausted and the 
alkalinity of the blood reduced so that so-called 
acidosis is produced. The pernicious vomiting of 
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pregnancy is believed by Harding to be duc to 
exhaustion of liver-stored glycogen, and the treat- 
ment of this condition by carbohydrate feeding seems 
to bear out this theory. Reduction of sugar below 
0.07 per cent is usually accompanied by dehydration, 
and in the estimation of the blood sugar, which may 
appear to be normal because of the increased blood 
viscosity, allowance must be made for suflicient 
fluids to approximate normal conditions. 

As Woodyatt has shown, the combustion of pro- 
tein and the higher fatty acids is not complete unless 
a percentage of carbohydrate is burned in conjunc- 
tion. Chronic bodily exhaustion is associated with 
disturbance of liver function and usually with dimi- 
nution of sugar metabolism. The hepatic lobule 
has for its center a bile channel. The venous blood 
from the portal circulation is acted on by the hepatic 
cell and passes away in the plexus of the collecting 
hepatic veins; the refuse passes to the intestinal 
tract as bile. The fluids of the bile and certain con- 
stituents, such as the lipoids, are re-absorbed in the 
intestinal tract, while the pigments, containing the 
more active poisons of the biliary content, pass and 
are excreted. Bile is changed physically after it 
leaves the hepatic cell, additions being made to it 
from the biliary ducts. The bile which reaches the 
gall-bladder is concentrated and clear fluid is added. 
If it is retained for a length of time in the gall-blad- 
der by an obstructed cystic duct, the biliary pig- 
ments are absorbed and a clear colloid fluid results, 
as is the case with bile in the ducts of the liver under 
similar conditions of obstruction. The retained bile 
pigments produce a fatty metamorphosis in the 
obstructed hepatic cells. When bile is obstructed 
in its passage into the intestinal tract, it is absorbed 
in the blood, the biliary pigments unite with the cal- 
cium in the blood, and in the course of a few wecks 
calcium exhaustion may occur. Reduction of the 
blood-calcium reserve lengthens coagulation time. 
The bile pigments are excreted from the blood by 
the kidneys. The cholamia affects the tissue of the 
body as a whole, bringing about a pernicious dehy- 
dration, interfering with the sugar-forming function 
of the liver, and exhausting the sugar reserve. ‘The 
secondary effects of cholemia are felt by every organ 
of the body, especially the kidneys which are called 
on to excrete large amounts of bile pigments and 
other products of disturbed metabolism; renal as 
well as hepatic insufficiency may result. 

Bell and Walters of the Mayo Clinic investigated 
cases of chronic jaundice in which operations had 
been performed for various conditions and deat 
followed. They found that 53 per cent of the pi 
tients had blood in the peritoneal cavity, although 
not necessarily enough to account for their deat!. 
In comparable cases in which no jaundice was pres 
ent there was only one case of intraperitoneal 
hemorrhage caused by the slipping of a ligature on 
the cystic artery. In the jaundiced patients th: 
blood was due to capillary hemorrhage, and in no 
instance did the bleeding occur from demonstrable 
vessels. 
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Wright has shown that the loss of normal coagula- 
tion of the blood is due to calcium exhaustion, and 
that the calcium may be restored by giving calcium 
chloride. Calcium chloride given by way of the 
gastro-intestinal tract is absorbed slowly, if at all, 
by the stomach and intestines. It has been demon- 
strated by Lee and Vincent that its intravenous 
injection affects the coagulation time promptly, and 
Walters has shown that the coagulation time can be 
restored by the injection’ in from two to six hours 
and that the procedure is harmless. In cholemia, 
however, calcium may not be the only factor in the 
tendency to bleed, and when calcium exhaustion has 
been remedied and coagulation time is still pro- 
longed, transfusion of blood is indicated. Two im- 
portant factors in counteracting cholemia are the 
restoration of the normal blood sugar and liver 
glycogen, and the overcoming of the dehydration, 
thus aiding the kidney to eliminate bile pigments 
which are one of the chief causes of the general ex- 
haustion. This may be accomplished by increasing 
the quantity of ingested carbohydrate and the 
fluid intake by mouth, by subcutaneous injections 
of glucose solution, or by the Murphy drip. No 
operative procedure which is not essential to imme- 
diate recovery should be undertaken in the presence 
of intense jaundice. G. H. Jackson, Jr., M.D. 


Poppert, P.: The Importance of Infectious Cholan- 
giolitis in Recurrences of Pain After Operation 
for Gall-Stones (Ueber die Bedeutung der infek- 
tioesen Cholangiolitis fuer die Entstehung der 
Schmerzrezidive nach der Gallensteinoperation). 
Zentralbl. f. Chir., 1921, xviii, 1342. 

As a rule the cause of the recurrence of pain after 
operations on the bile ducts is a recurrence of stone, 
an ulcer or carcinoma overlooked at operation, 
stenosis of the common bile duct due to pancreati- 
tis, or a cicatrizing decubitus ulcer. There remain, 
however, numerous cases in which these factors can 
be excluded. The pain is distinguished from that 
caused by adhesions by their colicky onset and their 
violence. Their duration varies. Icterus is rare. 
ever is usually absent. In such cases the pain may 
be explained by a recurring infectious cholangiolitis, 
particularly if at the time of operation all the bile 
ducts were involved by the infection. Poppert 
recently succeeded in demonstrating bacteria in 
the tissue of the liver in such cases, and was per- 
suaded that infectious, non-suppurative cholangioli- 
lis is a very frequent complication of calculous and 
ion-calculous cholecystitis. BERNARD (Z). 


Crile, G. W.: The Technique of Gall-Bladder Sur- 
gery in the Presence of Jaundice. Surg., Gynec. 

& Obst., 1921, xxxili, 469. 
lhe author points out that in jaundice cases the 
exhaustion is due to impairment of the internal respi- 
ration, particularly that of the brain and liver cells. 
Deep inhalation anesthetics increase the operative 
risk because they further impair the internal respira- 
tion. In nitrous oxide-oxygen analgesia this inter- 
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ference is negligible and the sense of pain is reduced 
about 80 per cent, the balance being controlled by 
local anesthesia. 

Toprevent further impairment of internal respira- 
tion, the author advises blood transfusion and the 
subcutaneous injection of large amounts of fluid 
either before or after the operation or at both times; 
the application of hot packs, especially to the region 
of the liver; and the avoidance of narcotics, such as 
morphine. His treatment is summarized as follows: 

Before operation employ saline infusion, blood 
transfusion, and heat. 

During operation employ analgesia, local anas- 
thesia, means to maintain the temperature of the 
liver, and decompression of the bile, but nothing 
more. 

After operation employ blood transfusion, saline 
infusion (3,000 to 4,000 c.cm.), and heat to the 
liver, and obtain intermittent drainage of the bile. 

Avoid deep inhalation anesthesia, needless han- 
dling, the use of morphine, and doing too much. 
Decompress and no more. R. G. Douty, M.D. 


Bircher, E.: Rare Cases of Cholelithiasis Surgically 
Treated (Seltene operative Kasuistik in der Be- 
handlung der Gallensteinerkrankungen). Schweiz. 
Rundschau. f. Med., 1921, xxi, 445. 


An improvement in the results of operations for 
gall-stones is to be expected only when the indica- 
tions for surgical treatment are appreciated earlier. 
The prognosis grows worse very rapidly as soon as 
complications set in, such, for example, as acute 
pyzmic infection with necrosis of the liver and the 
exceedingly frequent complications caused by dis- 
eases of other organs such as the stomach, pancreas, 
small intestine, and kidneys. Complicating condi- 
tions make operation extremely difficult from a 
technical point of view. If the general practitioner 
were always possessed of a correct knowledge of 
these processes, a point might be reached where the 
operation would be as ideal as that for appendicitis, 
particularly when the wound may be closed by pri- 
mary union. 

The author describes fourteen interesting cases, 
personally observed, which show the great variety 
of pictures that may be presented by cholelithiasis. 
The combination with diseases of the pancreas, 
which usually end fatally, demonstrates clearly the 
importance of early operation as the primary disease 
appears to be that of the gall-bladder. When pan- 
creatitis has once set in, simple and prompt opera- 
tion is demanded. Attention is called to the fact 
that a carcinoma of the gall-bladder may develop 
without giving rise to any symptoms of importance. 

It is often difficult to make a sharp distinction 
between cholelithiasis and gastric diseases, and still 
more difficult to determine which of the two affec- 
tions was the first. The condition most frequently 
accompanying cholelithiasis is splanchnoptosis 
which may bring about a kinking of the cystic duct. 
Operation is indicated, therefore, in cases of ptosis of 
the stomach, liver, or kidneys. The results are good 
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if it is not undertaken toolate. Gastrorrhaphy is pre- 
ferable to gastropexy because by the former it is pos- 
sible to restore more natural conditions of function 
and form. The picture of ptosis may simulate the 
cachexia of carcinoma. 

When cholelithiasis is accompanied by carcinoma 
of the stomach, operation becomes extensive and 
very difficult. Inflammatory processes in the duo- 
denum may extend to the gall-bladder. Under all 
circumstances, early operation on the gall-bladder 
should be advised. SCHUBERT (Z) 


Balfour, D. C., and Ross, J. W.: Postoperative 
Biliary Fistulz. Arch. Surg., 1921. iii, 582. 

In a review of 166 cases of postoperative biliary 
fistula observed in the Mayo Clinic between January 
1, 1910, and December 31, 1919, cholelithiasis was 
found to be the cause of the fistula in 85 per cent. 

The relative merits of cholecystectomy and chole- 
cystostomy must be considered in this regard. Of 
twelve postoperative fistula (0.1 per cent) in 9,009 
cases of primary operation on the biliary tract dur- 
ing the same ten-year period, there was only one 
in 5,997 cases of cholecystectomy, while eleven 
developed in 1,879 cases of cholecystostomy. The 
causes of the fistula were found to be stricture of the 
common duct in the first instance, stones in the com- 
mon duct in four, stones in the cystic duct in four, 
and recurrent cholecystitis in a residual gall-bladder 
in three. The danger of duct injury in cholecystec- 
tomy is therefore small as compared with that of the 
failure of cholecystostomy to remove a portion of 
the pathologic process. 


In only two cases in the series reviewed was the 


cause of the fistula undetermined. This is a very 
small proportion, considering the difficulties which 
may be encountered in this type of case. 

In no instance was it found that adhesion to a 
gauze drain or pressure from a tube was responsible. 
In one case, however, the formation of a permanent 
drainage tract was established by the prolonged use 
of a tube. Closure of the abdomen without any 
drainage whatsoever in 286 cholecystectomies in the 
Clinic during the past three years was without ill 
effect. 

The period over which a fistula may drain varies 
greatly, but in the cases of retained stones and le- 
sions of the gall-bladder the time is generally longer 
than in cases of malignant disease. A partial fistula 
of the intermittent type persisted in one instance 
for eleven years, but the longest period of drainage 
in a complete fistula was three years. No impair- 
ment of health other than anemia was found in the 
latter case. A drain had been in place for two years, 
and four stones, each about 3 cm. in diameter, were 
found in the common duct at the third operation. 
In other cases complete fistula were present for 
twenty-one, eighteen, and twelve months. 

The immediate operative mortality in cases of 
biliary fistule is high (10 per cent) when compared 
with that of adequate primary operations on the 
biliary tract (1 to 2 percent), but the reason is appar- 
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ent in the large proportion of patients with jaundice 
and the often septic nature of the operative field. 
In thirty-five cases of operation for stones in the 
cystic duct there were no deaths, while in only 
twenty-one cases of common duct injury there were 
six deaths. 

Of the eighty-three living patients from whom 
information has been received eighty report that 
the fistula is closed and their general health is good, 
Twelve of these state that they have had occasional! 
attacks of pain and jaundice. 


Mayo, W. J.: Splenic Syndromes. Surg. (/ 
Am., 1921, i, 1307. 

The most interesting of the splenic syndromes are 
those shown by the blood, and it would appear that 
the spleen is not the principal agent concerned in 
the pathologic conditions encountered, but rather 
the agent of destruction through which the damage 
is brought about. The author illustrates six splenic 
syndromes. 

SPLENIC ANAEMIA 

A man, aged 47 years, came to the Mayo Clini 
March 15, 1921, complaining of a dull aching pain in 
the epigastrium, loss of weight, and anamia. 
Periods of debility were followed by great but tem- 
porary improvement. At the time of examination 
his condition was better than usual. 

Examination revealed palpable cervical lymph 
nodes, prominent veins in the epigastrium, and an 
enlarged spleen reaching to the level of the umbili 
cus. Roentgenograms of the chest and stomach 
and both blood and spinal fluid Wassermann tests 
were negative. The hemoglobin was 72 per cent, 
the erythrocyte count 4.4 millions, and the lcu- 
cocyte count 5,800. The differential count showed 
polynuclears 82 per cent, small lymphocytes 11.5 
per cent, large lymphocytes 4.5 per cent, and 
cosinophiles 2 per cent. 

On March 24, a greatly enlarged adherent spleen 
was removed. There was a moderate degree o/ 
cirrhosis of the liver (Fig. 1). Within three months 
after the operation the patient showed marke« 
improvement, and at the end of six months, exami 
nation showed him to be normal in all respects. 


SYPHILITIC SPLENIC ANAEMIA 

A woman, 39 vears of age, came to the Clini 
August, 1921, complaining of progressive enlarg: 
ment of the abdomen during the past two year 
She gave a history of syphilitic infection some years 
before. 

Examination revealed a very emaciated womi 
slightly icteric, and with oedema of the lower extren 
ities. She was so ascitic that she was unable to 
walk without assistance. The spleen extended to 
the level of the umbilicus. The Wassermann rea: 
tion of the blood was strongly positive. TT! 
hemoglobin was 62 per cent, the erythrocyte cou 
4 million, and the leucocyte count 5,800. Despit: 
her poor physical condition, she urged explorati: 
and splenectomy. 
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Fig. 1. Splenic anemia; chronic cirrhosis of 
the liver with beginning atrophy of the cells 
(x100). 


\t operation a markedly cirrhotic and nodular 
liver was found. It appeared to be about half the 
normal size, measuring 4 by 15 by 25 cm. About 12 
liters of ascitic fluid were drained from the abdomen. 
The spleen, which weighed 950 gm. and showed 
marked venous engorgement, was also removed. 
After a stormy convalescence, the patient steadily 
improved for six weeks, but suddenly developed 
dyspnoea, passed rapidly into coma, and died. 
Autopsy revealed thrombosis of the portal vein, 
fat necrosis of the pancreas, and syphilitic cirrhosis 
of the liver with ascites. 


PERNICIOUS ANEMIA 

A man, aged 39 years, sought consultation in 
March, 1921, because of weakness, epigastric dis- 
tress, occasional tingling and numbness in the fingers 
and toes, and soreness of the tongue at intervals for 
four years. Other symptoms were palpitation, 
dyspnoea, and loss of weight. 

Examination revealed a yellow skin, bald tongue, 
negative Wassermann reaction of the blood, achlor- 
hydria, and a spleen 3 cm. below the costal margin. 
Neurologic examination gave evidence of an early 
combined sclerosis. Three transfusions had not 
resulted in permanent relief of symptoms. The 
haemoglobin was 27 per cent, the erythrocyte count 
1.02 million, and the leucocyte count 2,100. Nine 
normoblasts and moderate anisocytosis and poikilo- 
cytosis were noted in the blood smear. 

In April, a large, adherent, dark-colored spleen 
resembling that of hamolytic icterus and weighing 
560 gm. was removed. When the patient returned 
home after the operation he gained 20 Ibs. and his 
blood count improved markedly. The former symp- 
toms returned, however, and he is now under treat- 
nent again. 

Giffin and Szlapka have found that of fifty pa- 
tients splenectomized at the Mayo Clinic in a period 
of four vears, 21.3 per cent lived more than three 
vears after the operation and 10.6 per cent lived 

ore than five years. It would seem that the spleen, 


Fig. 2. Primary polycythemia; peribiliary 
and perivascular cirrhosis of the liver with lymph- 
ocytic infiltration (x1oo). 


while not the cause of pernicious anemia, might be 
the destructive agent which sacrifices the red blood 
corpuscles which, though they are the best the 
organism can produce and are capable of function, 
are subnormal. 


HEMOLYTIC ICTERUS 

A woman, aged 35 years, came to the Clinic in 
June, 1921, complaining of jaundice and a dull ach- 
ing pain in the left side which had persisted for 
several years. Some jaundice had been present for 
five years, and for four years she had been subject to 
attacks of severe pain accompanied by nausea and 
emesis and followed by jaundice and the excretion 
of dark-colored urine. 

The patient was poorly developed and deeply 
jaundiced; her spleen extended into the left iliac 
fossa and beyond the umbilicus. A roentgenogram 
of the stomach and the Wassermann test of the 
blood were negative. The haemoglobin was 68 per 
cent, the erythrocyte count 3.12 millions, and the 
leucocyte count 8,800. Erythrocytic fragility was 
increased and the duodenal contents showed 24,000 
units of urobilinogen and urobilin. At operation 
in July, an enlarged spleen weighing 775 gm. and a 
gall-bladder distended with stones were removed. 
Uneventful convalescence followed. 

Inthirty splenectomies for haemolytic icterus at the 
Mayo Clinic there was only one death, that of a 
patient operated on during a crisis when the tem- 
perature was 102 degrees. 

PRIMARY POLYCYTHAMIA 

A case of polycythemia (rubra vera) was that of 
a man, 31 years of age, who had complained of 
severe epigastric pain for several months. Explora- 
tion was done elsewhere for gastric ulcer, but only a 
markedly enlarged spleen was found. About a week 
after operation the hemoglobin was 106 per cent 
and the erythrocytes numbered 9 millions. 

On examination the patient was found to be 
markedly erythrotic and to have a spleen reaching 
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to the midline and almost to the level of the umbili- 
cus. Ophthalmoscopic examination revealed slight 
venous engorgement of the retinal vessels and hy- 
peremia of the nerve head. The erythrocytic 
fragility test was normal and the Wassermann reac- 
tion of the blood was negative. The hemoglobin 
estimation by the Dare method was 92 per cent, 
the erythrocyte count 6.61 millions, and the leuco- 
cyte count 14,000. The patient was dismissed but 
kept under observation. Five months after he was 
first seen he had a severe hemorrhage from the bowel 
and haematemesis, and a month later phlebitis of 
the calf of the right leg developed. 

Three years after the first examination the spleen 
was removed. It weighed goo gm. and was deeply 
buried in adhesions. A specimen of the liver re- 
moved showed peribiliary and perivascular cirrhosis 
(Fig. 2). No gross pathologic condition was found 
except in the spleen. 

An uneventful convalescence followed and two 
months after the operation the patient was in ex- 
cellent condition. 

While it is believed that splenomegaly in poly- 
cythemia is of no particular significance, this case 
suggests that the réle of the spleen is greater than 
supposed, and that early in the disease the charac- 
teristic microscopic findings in other organs may not 
be present. 


SPLENOMYELOGENOUS LEUKEMIA 

A woman, 34 years of age, who had noticed a mass 
in the upper left abdomen nine years before, was 
examined August, 1921. Eighteen roentgen-ray 
treatments during January and May, 1021, had 
resulted in some decrease in the size of the mass. 
She had lost 7 lbs. during the three months previous 
to examination at the Clinic, but no jaundice and 
no gastric symptoms were present. 

Examination revealed pallor of the mucous mem- 
branes, bilateral pretibial oedema, a negative Wasser- 
mann reaction of the blood, and a slight increase 
in erythrocytic fragility. Splenic dullness extended 
from the fifth rib in the axillary line to the level of 
the umbilicus and 6.25 cm. to the right of the median 
line. The hemoglobin was 46 per cent, the erythro- 
cyte count 2.7 millions, and the leucocyte count 
3,300. An occasional myelocyte was seen in the 
blood smear. 

Splenectomy and cholecystectomy for gall-bladder 
disease were performed in September and convales- 
cence was uneventful. The spleen, which weighed 
2,360 gm., was lobulated and extensively adherent 
to the diaphragm. 

Any reduction in the size of the spleen or the 
number of leucocytes improves the anemia. Ra- 
dium may be used pre-operatively to prepare 
patients for splenectomy, which can be done with- 
out difficulty when the leucocytes number less 
than 20,000. In a series of twenty-seven splec- 
tomies for leukamia there was one death. This 
was due to pulmonary thrombosis. 

G. H. Jackson, Jr., M.D. 
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Lockwood, A. L.: Subdiaphragmatic Abscess. Si¢., 
Gynec. & Obst., 1921, xxxili, 502. 

It is probable that the first description of sub- 
diaphragmatic abscess was published by Barlow in 
1845, but it was not until 1879 that the first opera- 
tion was recorded by von Volkmann. 

For practical purposes Barnard’s description of the 
subphrenic space is probably the most complete. 
He divides the region on the under surface of the 
diaphragm into six areas, four intraperitoneal and 
two extraperitoneal. The four intraperitoneal! 
spaces are separated and defined by the crusiform 
arrangement of the peritoneal folds or ligaments of 
the liver, namely, the falciform, the coronary, and 
the right and left lateral ligaments. The right extra- 
peritoneal subphrenic space occupies the uncovered 
area between the layers of the coronary ligament as 
they are reflected onto the diaphragm, while the 
left is described as the area above the pole of the 
left kidney where the peritoneum reflects on the 
diaphragm. 

The peritoneal cavity is further divided by the 
transverse colon into the supracolic and infracolic 
portions. The former is divided by the falciform 
ligament into a right and left portion, and these are 
again divided transversely by the coronary liga- 
ment and the right and left lateral ligaments to 
form four regions, the right and left anterior and 
posterior intraperitoneal regions. The author gives 
a detailed anatomical description of these regions, 
their boundaries, their contents, and the possible 
communication an abscess in any one region might 
have if adhesions did not prevent drainage. Because 
of its location and free connection with adjacent 
fosse, an abscess is more prone to develop in the 
right anterior intraperitoneal space than in any 
other subphrenic area. This space is the only true 
subphrenic space on the right side. 

The right posterior intraperitoneal space connects 
through the foramen of Winslow with the left pos- 
terior intraperitoneal space, but in the presence of 
inflammation this opening usually seals off early. 

The left anterior intraperitoneal space occupies 
the so-called dome of the stomach’s chamber, and 
an abscess in this area is often spoken of as peri- 
gastric or perisplenic. Adhesions of the anterior 
surface of the stomach and great omentum to the 
abdominal wall limit it below if an abscess forms. 
The boundaries of this space are extremely variable. 
It is the true subphrenic space on the left. 

The left posterior intraperitoneal space is merely 
that contained in the lesser sac of the peritoneum. 
It is more descriptive to speak of an abscess in this 
space as an abscess of the lesser sac. 

Subphrenic abscesses are due to many causes, and 
their location usually depends on the primary etio- 
logical factor. An abscess may result from direct 
infection or soiling, or from a pyogenic infection 
borne to the area from a focus elsewhere. Approxi- 
mately two-thirds of such abscesses are the result 

















of soiling from a viscus within the abdomen, either 
before or following operation. One-sixth are the 
result of extension from adjacent abscesses, suchas a 
perinephritic abscess, and one-sixth are due to dis- 
tant foci of infection. A high percentage follow ab- 
dominal operations. Undoubtedly gravity plays an 
important part in the determination of the site. 
The author describes the possibilities in detail. The 
paracolic grooves in the female permit easier drain- 
age into the pelvis and account for the fact that the 
incidence of subphrenic abscesses is lower in the fe- 
male than in the male. Of 113 patients with sub- 
phrenic abscess observed in the Mayo Clinic 84 were 
males and 29 were females. 

Subphrenic abscesses are due to the perforation 
of a hollow viscus within the abdomen, various 
lung and bone conditions, and distant foci of infec- 
tion, such as carbuncles, cellulitis, etc. It is sur- 
prising that, with the suspensory ligament as the 
dividing line, so many abscesses on the left side are 
of appendiceal origin, occurring usually in a gan- 
grenous, retrocecal, or highly situated appendix. 
Only a few cases are due to extension from the thorax. 
The condition was primary in the thorax in only 
eighteen of 448 cases reported by Archibald. 

Perforating ulcers of the lesser curvature and the 
posterior surface of the stomach tend to the forma- 
tion of subphrenic abscess. Barnard reports seven- 
ty-six cases, twenty-one (27.62 per cent) of which 
were due to gastric ulcers, and five (6.5 per cent) to 
duodenal ulcer. Finkelstein reported 252 cases, 
sixty-seven (26.6 per cent) of which were due to 
lesions of the stomach. Of 100 cases in the Mayo 
Clinic three were due to carcinoma of the stomach, 
nine to gastric ulcer, and ten to duodenal ulcer. 

Infection is spread to subphrenic areas by: (1) 
direct extension by gravitation from a general or 
localized peritonitis, (2) direct extension from the 
pelvic cavity, (3) the portal vein, (4) lymphatic ex- 
tension, and (5) general infection through the blood 
stream. 

The organism usually found in subphrenic abscess 
is the bacillus coli which frequently is associated 
with streptococci or various types of anaerobes. 
The content, however, varies with the etiology. 

The pathologic process is infection, liquefaction, 
necrosis, and pus, the reaction forming a granulat- 
ing protective tissue barrier. It requires about two 
weeks for the abscess to wall off; therefore earlier 
transpleural drainage should not be considered. A 
permanent fistula is rare. Gas is present in approxi- 
mately one-third of the cases. The abscess may be 
unilocular or multilocular. 

The symptoms of subphrenic abscess vary with 
the etiology, the location of the abscess, the patient’s 
general resistance, and the onset of the disease, 
whether acute, insidious, or insidious with acute 
exacerbation. 

The most common symptoms are varying degrees 
of fever and a corresponding increase in the pulse 
rate. The respiratory rate rarely follows the tem- 
perature curve. The temperature and pulse curves, 
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especially if associated with a chill, are practically 
always diagnostic of inflammation around the dia- 


phragmatic level. Pain at the costal margin is 
referred also to the back and shoulder areas. The 
leucocyte count varies; occasionally a leucopenia is 
found. Sweating and rigors occur. Often a short, 
catchy diaphragmatic cough is present, and occa- 
sionally there is dyspnoea. Vomiting and hiccough 
occur at some stage in 50 per cent of cases. Emacia- 
tion and loss of weight are progressive. Inspection 
in 60 per cent of cases reveals an anterior, lateral, or 
posterior bulging or mass at the transcostal plane. 
In early cases abdominothoracic movement is 
limited on the affected side and the interspaces 
directly over the abscess are frequently retracted. 
There may be limitation of diaphragmatic excursion, 
the liver may be pushed down, and occasionally 
pleural friction sounds are heard. At times it is pos- 
sible to get a succussion splash. 

Probably the most valuable aid in the diagnosis 
of subphrenic abscess is the roentgen ray. Even in 
the early cases the diaphragm may show a fairly 
characteristic irregularity. The differential diagno- 
sis usually lies between pleurisy with effusion and 
abscess of the liver, but perinephritic abscess, hyper 
nephroma, cysts, and aneurism of the lower thoracic 
or upper abdominal aorta must be considered. 

A detailed description is given of the various 
points of bulging in relation to the subphrenic 
areas, and the usual type of pain. The febrile reac- 
tion is not so acute or the leucocyte count so high 
in the extraperitoneal types. The effect of the vari- 
ous types of abscess on the position of the liver is 
discussed in detail. 

The abscess may resolve or burst into the lungs, 
pericardium, the stomach (from which its contents 
are vomited), the colon or duodenum (from which 
its contents are evacuated in the stool), or through 
the skin anteriorly; or it may perforate into the 
retroperitoneal tissue and burrow extensively, even 
reaching the posterior cul-de-sac in the pelvis. In 
less than one-third of the neglected cases it either 
resolves or opens spontaneously. Death occurs 
from toxemia, general weakness, and inanition. 

The prognosis, which must be guarded, depends on 
the deviation of the abscess, the etiology, the loca- 
tion, and the patient’s general resistance. Death 
occurs in between 85 and too per cent of all cases 
not operated upon. Approximately 56 per cent 
of all reported cases operated on or not have been 
fatal, and from 23 to 40 per cent of those operated 
on. Autopsy findings show beyond a doubt that in 
the great majority of fatal cases in which operation 
was performed drainage was incomplete.  I’re- 
quently a second abscess was overlooked. 

The treatment of subphrenic abscess, when recog- 
nized, has been operation, either by the transpleural 
route or by abdominal incision. The two methods 
of operation and possible complications are dis- 
cussed in full. 

The patient is given one ampule of pantopon and 
scopolamin one and one-half hours before operation, 
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and one-half of an ampule of pantopon three-quar- 
ters of an hour later. Paravertebral anesthesia in- 
duced with 1 per cent novocaine is used and the 
nerves are injected two spaces above and below the 
space to be incised. 

The technique employed by the author for absces- 
ses located on the right side is given in detail. The 
incision is planned for either the ninth, tenth, or 
eleventh intercostal space; the skin incision is 16 
to 20 cm. long and directly over the interspace and 
the area of bulging, if present; otherwise it extends 
from the middle or posterior axillary line forward. 
This operation, as described, can be done in two 
stages. The author, however, considers it safe in 
the majority of cases to open the diaphragm at 
once. 

Too frequent changing of the deep dressing 
should be avoided as it only destroys the granulation 
tissue and increasesthe temperature. Forced feed- 
ing, alkalinization (120 gr. of sodium bicarbonate 
every twenty-four hours), glucose, and fresh air help 
to restore the patient. 

The advantages of the operation are: (1) the 
avoidance of unnecessary mutilation, (2) free expo- 
sure, (3) minimal exposure of fresh tissue to re-infec- 
tion, (4) no primary or secondary hemorrhage from 
the intercostal vessels, and (5) the avoidance of pro- 
longed and painful dressing of a superficial 
granulating surface. 

From a comparative study of thirteen tables given 
the author draws the following conclusions: 

1. Subphrenic abscess is a grave condition with 
a high mortality. The convalescence of patients 
who recover is long and tedious and accompanied 
by serious complications. 

2. The serious sequele of the disease are due to 
the fact that the condition is not recognized suff- 
ciently early or is not dealt with promptly and 
completely. 

3. The condition is secondary to infection else- 
where, and in a high percentage of cases fullows 
upper abdominal infection occurring at operation 
or postoperatively. 

4. Gravity accounts for the involvement of sub- 
phrenic areas in the development of abscesses fol- 
lowing abdominal soiling. 

5. Every effort should be made to prevent soiling 
of the subphrenic area during abdominal operations, 
and drainage, particularly of the upper abdomen, 
should be employed only when absolutely neces- 
sary. 

6. Subphrenic abscess should be suspected in 
all patients who, following abdominal operations, 
maintain for no obvious reason an elevation of 
temperature and pulse. 

7. The roentgen rays should be employed as an 
early diagnostic aid. 

8. Needling for diagnosis is a dangerous practice 
and should be used only to rule out pleural effusions. 

9. More deliberate and protracted operations 
can be performed with minimal risk under paraver- 
tebral anesthesia than under general anesthesia. 
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10. A wide exposure of the abscess area is neces 
sary. 
11. Efficient drainage must be secured. 
J. E. SrrutuHers, M.)). 


Mixter, C. G.: The Surgical Aspects of Intra-Ab- 
dominal Tuberculosis in Infancy and Child- 
hood. Boston M. & S. J., 1921, clxxxv, 557. 


The various types of tuberculosis within thy 
abdomen appear to be different stages of the samc 
pathologic process. 

The most common avenue of infection is the in- 
testinal tract. 

When practicable in cases of mesenteric adenitis, 
excision of the tuberculous focus and correction 
of the cause of ileal stasis are indicated. Operation 
should be advised in any case of the ascitic type 
when improvement does not occur after a fair tria! 
of medical treatment. Air injection may hasten thi 
convalescence and show a lower mortality rate than 
simple laparotomy. 

In the plastic type, operation is of no value excep) 
in the treatment of the complications of the disease. 

Hygienic treatment is of paramount importance. 
Surgery should be used only as an adjunct and never 
to supplant it. H. A. McKnicurt, M.D. 


Masson, J. C., and Horgan, E. J.: Retroperitoneal 
Lipomata: Report of Twelve Cases. Sury. 
Clin. N. Am., 1921, i, 1451. 

The twelve cases of retroperitoneal lipoma re 
ported in this article were operated on with removal 
of the tumor at the Mayo Clinic. 

In a review of the literature it was found that 
most cases of retroperitoneal tumors are diagnosed 
only at operation. Even then, some of the growths 
have been thought malignant and inoperable. In 
most cases, however, they were removed when 
recognized. 

The most striking fact regarding a retroperitoneal 
lipoma is the absence of symptoms due to it. In 
only four of the twelve cases in which the growth 
was degenerating were there acute symptoms with 
fever, making operation imperative. In the re- 
mainder the presence of the tumor, which was 
variously diagnosed as of renal origin, an ovarian 
cyst, etc., was the main indication for interference. 
Pain was severe in only one case and in this instance 
degeneration had occurred. Three patients had 
ascites, but none showed signs of obstruction. The 
loss of weight and strength was not of great signif- 
icance. 

The ages of the patients ranged from 4o to 72 
years, the average being 55. There were five males 
and seven females. The average duration of symp- 
toms was three years. ; 

The tumor is usually ovoid and movable, with a 
multiglobular surface and a doughy consistency. 
Its position varies with its origin, but its source is 
usually the perirenal fat. It may, however, develop 
from any retroperitoneal fat, and in some instances 
may be palpable through the vagina or rectum. 























The percentage of error in the diagnosis has always 
been high, even though such tumors have been 
known for many years. 

The earliest case in which operation was reported 
was that of Lizars in 1824. Lizars had expected to 
find an ovarian tumor. 

In the differential diagnosis it should be borne in 
mind that ovarian tumors are usually more tense 
and have not the doughy consistency of the lipoma. 
Pregnancy should be excluded by the history, and 
renal tumors by cystoscopic methods. The spleen 
is usually more firm and has a notch in its free 
border, but may be easily confused with a lipoma. 
In the majority of cases seen at the Mayo Clinic 
the true nature of the tumor was learned only at 
operation. 

Fibromyomata and sarcomata are seen in the 
same situations. The former type of tumor is firm. 
Emaciation produced by a sarcoma of like size 
would be very evident. Lipomata may undergo 
sarcomatous change. 

The cause of lipomata is not known. It was 
noted, however, that in two of these cases the tumor 
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developed in the perirenal fat after operations on 
the kidney. 

Operation for removal of the growth may be very 
difficult if the tumor has displaced important vessels 
at the root of the mesentery, at the hilus of the 
kidney, or above the spine, and especially if degen- 
eration has taken place. 

The important consideration in choosing the inci- 
sion is the attachment of the tumor and its relation 
to the blood supply. In cases of large growths a 
midline incision is indicated and an attempt should 
be made to remove the entire mass as recurrences 
are common. One patient was operated on four 
times and another twice. Postoperative obstruc- 
tion, which is the sequel most to be feared, did not 
occur in the cases reviewed. There were two deaths, 
one due to abscess formation in the tumor prior to 
the operation and the other due to hemorrhage from 
adhesions separated at operation. 

The authors give a description of the histology, 
the clinical diagnosis, and the attachments, loca- 
tion, and weight of the tumor in the cases reported. 

J. W. Ross, M.D. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Floercken, H.: Generalized Cystic Fibrous Osteitis 
(von Recklinghausen) with Particular Refer- 
ence to Its Surgical Aspects (Ein Beitrag zur 
Ostitis fibrosa cystica generalisata (v. Reckling- 
hausen) mit besonderer Beruecksichtigung des 
chirurgisch-therapeutischen Verhaltens). Med. 
Klin., 1921, xvii, 1171. 

The patient was a married woman, 42 years of 
age, who had had no serious illnesses except influenza 
of medium severity in 1918. Her Wassermann test 
was negative. Examination showed an aneurism 
of the aorta with pulsation in the jugular vein. In 
October, 1919, a tender oval swelling 8 cm. long 
and 5 cm. wide made its appearance in the middle 
of the right tibia. Swelling and tenderness developed 
also in the trochanter major on the right side and 
the middle of the right radius. The X-ray at that 
time revealed large, thin-walled cysts on the right 
trochanter and the right tibia, and small cysts in 
the right radius and right ulna. 

The cyst in the tibia was opened, the entire cyst 
wall removed with the exception of a narrow poste- 
rior ring, and a piece of the fibula of the other side 
implanted in the defect. The wound healed nor- 
mally. A short time afterward a spontaneous frac- 
ture accompanied by extremely severe pain occurred 
in the region of the right trochanter. After treat- 
ment for a considerable period the patient was dis- 
charged with a sheath splint. 

She then progressed fairly well until May, 1921, 
when, on raising herself in bed, she experienced a 
sudden, severe pain in the left shoulder. Examina- 
tion showed a fracture of the arm at the surgical 





neck. The arm was put in splints, but the pain did 
not cease. Operation at the site of the trouble a 
few days later exposed a cyst. This was drained, 
the cavity was curetted, and a thin strip from the 
tibia, with its periosteal covering, was riveted into 
the fracture. Since this operation the patient has 
been free from pain. In three weeks union was solid, 
and in four weeks the arm had full function. 

In the middle of June, 1921, pain was felt in the 
left thigh. The roentgen picture revealed an exten- 
sive, irregular cyst formation from the trochanter 
downward. Following the application of extension 
apparatus the pain soon ceased. 

Floercken raises the question whether surgical 
treatment is justified in a generalized osteitis fibrosa 
cystica, and if so, what should be done. He is in- 
clined to the opinion that as a rule surgical treat- 
ment is not indicated and that only unbearable pain 
should lead us to open the cysts and relieve the 
internal pressure. If at the same time there is a 
fracture at a place of importance, riveting is to be 
recommended. For this, a strip from the tibia is 
sufficient. Transplantation of the fibula with its 
periosteum is not justified. Neither should resection 
with subsequent transplantation be done. 

CREITE (Z). 


Steinsleger, M.: Congenital Talipes of the Hand 
(Mano bot congénita). Rev. méd. d. Rosario, 1921, 
xl, 219. 

The patient was a child 8 days old which had 
bilateral shortening of the forearm, absence of the 
thumb, and lateral deviation of the hand. The 
child’s father showed the same deformity. There 
was no familial history of syphilis. 
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The anomalies are clearly seen in radiographs 
which accompany the article. Those of the father 
show, in addition, several minor skeletal irregular- 
ities in the elbow and carpals. 

The condition described is rare. In 800 cases of 
congenital malformations of the hands recorded in 
the Centenario Hospital there were only three of 
club-hand, including the case here reported. The 
bilateral type is extremely rare. The generally 
accepted theory as to the etiology of the condition 
is that of Dareste which attributes it to amniotic 
bands. Such strictures produce pressure on the 
extremities of the embryo which in certain cases 
causes the disappearance of parts of the skeleton of 
the limb. 

Congenital cases are exceptional. In the author’s 
case and in cases reported by Bouvier and Roberts, 
however, heredity as an influence was clearly evi- 
dent. W. A. BRENNAN. 


Calvé, J.: Osteochondritis of the Upper Extremity 
of the Femur. J. Orthop. Surg., 1921, iii, 480. 


Because of the dispute regarding the etiology of 
this affection and its obscure pathogenesis, its 
clinical manifestations are poorly defined and its 
evolution is almost entirely unknown. Most of the 
observations published are incomplete and show 
only one phase of the affection. This lack of infor- 
mation is due to the fact that osteochondritis is a 
rare condition and is found particularly among 
hospital patients, who are easily lost sight of. The 
author reports two cases which in his opinion illus- 
trate all the other rare cases scattered throughout 
medical literature. 

The first case was that of a child 3% years old 
who, in September, 1915, during the course of an 
attack of chicken pox, suffered slightly with pain 
in the right hip. X-ray plates showed the hip to be 
normal. Except for an occasional slight defect in 
walking, there was nothing to draw attention to the 
right hip until the end of 1916, when the child began 
to limp and complain of pain in the knee. Examina- 
tion showed limitation of motion of the hip and a 
diagnosis of coxalgia was made. An X-ray exam- 
ination revealed lesions characteristic of osteochon- 
dritis. The femoral head was in place but the clear 
articular space enlarged. The epiphyseal nucleus 
was changed in substance and was flattened and 
fragmented. Calvé saw the child for the first time 
in 1918, at which time the X-ray showed that the 
epiphyseal nucleus had increased in volume and 
formed a single, round, cup-shaped mass. Two and 
a half years later another X-ray examination showed 
the epiphyseal nucleus to be still larger and more 
regular in form, tending to approach the normal. 
Since 1918 the child has walked without fatigue and 
has led a normal life. 

From these observations the author draws the 
following conclusions: (1) osteochondritis is not a 
congenital affection; (2) the phase of the invasion 
of the epiphyseal nucleus is latent from the clinical 
‘standpoint; (3) the clinical phase corresponding to 
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the period when the child first begins to complain 
of pain is considerably later than the true beginning 
of the trouble; (4) corresponding to the beginning 
of the clinical phase there is a radiographic picture 
showing an established and characteristic lesion: 
(5) the regeneration of the osseous epiphyseal 
nucleus occurs progressively as the osseous frag- 
ments increase in volume, approach each other, 
re-unite one by one, and finally form a single 
mass. 

In the second case the interest lay chiefly in the 
examination of the different radiographs from year 
to year. At first there was entire absence of the 
epiphyseal osseous nucleus. Gradually it regenerated 
itself, at first fragmentarily. The important fact of 
this observation is that although the destruction of 
the epiphyseal osseous nucleus may be total, 
regeneration takes place and finally results in a 
voluminous epiphyseal nucleus. 

These two observations show osteochondritis in 
a new light as a cyclic disease which begins in the 
first years of life and leaves after it an acquired 
malformation, a deformed articulation. The clinical 
signs, such as pain, do not show themselves during 
the inflammatory period of the affection, but appear 
only when the femoral head has become deformed 
in the course of regeneration. The femoral head, 
flattened and enlarged, is too large for the acetabular 
cavity and the pain is due to this fault of adapta- 
tion. 

As opposed to the generally accepted theory that 
osteochondritis is an inflammatory condition, the 
author states that he believes it due to an acquired 
malformation. Under the influence of infection or 
traumatism, the femoral epiphysis is partially or 
totally destroyed. The osseous nucleus then begins 
to form in an irregular and atypical fashion, result- 
ing in a more or less accentuated deformity of the 
cartilaginous epiphysis. The enlargement and flat- 
tening characteristic of the affection develops under 
the action of the body-weight. 

Calvé believes the term “‘osteochondritis”’ is in- 
correct. He prefers the term “coxa plana” proposed 
by Waldenstorm. This term is short and makes 
clear the fact that the condition is an acquired 
articular malformation characterized by flattening 
of the upper femoral epiphysis. 

Lronet D. Prince, M.D. 


FRACTURES AND DISLOCATIONS 


Hartwell, J. A.: The Suspension Traction Treat- 
ment of Fractures of the Long Bones Near 
Large Joints. Arch. Surg., 1921, iii, 595. 

Suspension traction affords the best means of 
treating fractures of the long bones near large joints. 

It lends itself best also to the proper alignment of 

the distal fragments with the proximal fragment. 

In every fracture of a long bone two elements enter 

into the resulting deformity: either the proximal 

fragment is drawn from the planes of anatomical 
rest, while the distal fragment assumes this posi- 

















tion, or the distal fragment is drawn out of the 
proximal planes of the normally placed proximal 
fragment. Occasionally the two elements are com- 
bined. The surgeon has better control over the 
distal fragment. Therefore traction suspension 
aims to place the distal fragment so that it will be 
in proper relation to the proximal fragment. The 
author states that only exceptionally are frac- 
tures in the middle third of long bones treated un- 
successfully with the traction suspension method. 

Every fractureisanemergency. In fractures ofthe 
femur, ice tongs are used with suspension. The im- 
mediate application of enough weight to overcome 
the shortening is very important. Too little pull 
results in fixation of the injured muscles in a short- 
ened condition. In humeral fractures traction is 
obtained by means of adhesive or the Henniquen 
band around the flexed elbow. From 5 to 8 lbs. is 
sufficient. 

Perfect anatomical repair of a bone with a 
crippled joint is more disturbing to the patient than 
poor position of the fragments and a joint that func- 
tions well. 

In fracture of the femur below the tuberosities 
the upper fragment usually assumes a position of 
external rotation and abduction. However, the 
fracturing violence may cause an unusual position of 
the fragments. In determining the position of frag- 
ments dependence must be placed upon the roentgen 
ray. The author here cites a case of fracture of the 
femur 3 in. below the trochanters in which the upper 
end of the lower fragment was displaced inward and 
slightly forward but the upper fragment was also 
adducted and in normal rotation. An attempt to 
place such a fracture in proper alignment by abduc- 
tion of the leg was unsuccessful. 

Fractures about the shoulder joint show many 
similarities to those occurring in the upper end of 
the femur. In such injuries range of motion is all- 
important. Therefore in the treatment union must 
be obtained with the fragments so placed as to pre- 
clude joint obstruction. 

The usual deformity resulting from a fracture 
through the surgical neck of the humerus is abduc- 
tion and external rotation of the upper fragments. 
At times, however, as when the greater tuberosity 
is torn off, no means is at hand to influence the upper 
fragment. The humeral shaft can be so placed in 
proper abduction that the fragments are well 
aligned. Traction suspension treatment is ideal 
for such fractures. 

Fractures of the femur near and involving the 
condyles are difficult. The typical supracondylar 
fracture with the lower fragment drawn directly 
backward can be easily drawn into proper align- 
ment by placing the tongs sufficiently far back and 
high enough to draw the fragment forward. 

The badly comminuted and displaced fractures 
involving the femoral condyles and the knee joint 
present unusual difficulties. As a rule moderate 
traction alone is needed. Here the author finds of 
value the use of the Steinmann pin through the 
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tibial head. After five weeks of such treatment the 
movable leg attachment to the splint is employed 
and active motion of the knee is begun. 

The traction suspension treatment is used in badly 
comminuted or long spiral fractures of the tibia and 
fibula near the ankle joint. The tongs may be 
placed either in the malleoli or the os calcis. 

The author concludes with the statement that the 
traction suspension method should be the standard 
in hospitals where any considerable number of 
fractures are treated. Joun Mircue.r, M.D. 


Dubs, J.: Bilateral Symmetrical Luxation of the 
Clavicle in the Sternoclavicuiar Articulation. 
Bilateral Fracture of the Clavicle (Doppelseitige 
symmetrische Luxation der Schleusselbeine im 
Sternoclaviculargelenk. Doppelseitige Schleussel- 
beinbruch). Schweiz. med. Wchnschr., 1921, li, $71. 


The author’s case of congenital bilateral anterior 
luxation of the sternal end of the clavicle is only the 
third which has been reported. The cause of the 
luxation, which develops gradually on a congenital 
basis, is entirely unknown. The condition has been 
observed only in youth; it is apparently under the 
influence of a chronically operating trauma which, 
with a congenitally stretched but abnormally re- 
laxed capsular ligament, leads first to an incomplete 
and then to a complete unilateral or bilateral luxa- 
tion. 

Most therapeutic measures heretofore tried have 
not prevented a relapse. A definite cure has been 
effected only by Koenig’s method—suture of the 
torn ligament and covering of the joint with a smooth 
osteoperiosteal flap reaching from the sternum to 
the clavicle—and Meyer’s method—suture of the 
sternal and clavicular part of the pectoralis major 
muscle with its fascia to the sternal and clavicular 
aponeurotic insertion of the sternocleidomastoid 
muscle. 

Dubs reports also a rare case of fracture of both 
clavicles. GLAESSNER (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Goerres, H.: A Case of Painful Crepitation of the 
Scapula Cured by Operation (Ein Fall schmerz- 
hafter Scapularkrachen durch Operation geheilt) 
Deutsche med. Wchnschr., 1921, xvii, 897. 

The case reported was that of a patient 20 years 
of age who had had pain under the right scapula 
for five years. When the arm was raised posteriorly 
to the horizontal position so that the scapula 
approached the vertebral column a loud cracking 
sound was heard. 

Conservative treatment brought no relief. An 
incision was therefore made along the inner margin 
of the scapula and the muscles separated. At the 
level of the fourth and fifth ribs the serratus 
posticus muscle was found to have undergone callous 
degeneration. Removal of the callus revealed angular 
flexion of the fourth and fifth ribs at this point and 
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a sharp-pointed exostosis the size of a pin-head at 
the vertex of the flexion. Extirpation of the callus, 
removal of the exostosis, and leveling of the emin- 
ence on the two ribs resulted in a complete cure. 
JUENGLING (Z). 


Mayer, L.: The Physiological Method of Tendon 
Transplantation. Surg., Gynec. & Obst., 1921, 
XXxili, 528. 

The author shows that the gliding mechanism of 
the tendon is of the utmost physiological importance 
and its conservation is the first requisite in all ten- 
don operations. Research has proved that the in- 
troduction of foreign bodies of any kind, such as 
vaseline and bismuth paste, favors rather than pre- 
vents adhesions. The preservation of the normal 
relationship between the tendon and its sheath pre- 
serves the normal gliding function of the tendon. 

The tissue essential for tendon motion is the 
‘“‘paratenon,’’ a loose, fatty meshwork rich in elastic 
fibers which surrounds the tendon on all sides. The 
tendon sheath is a closed sack containing fluid inter- 
posed between the tendon and the restraining fascial 
band or bone wherever the tendon changes its direc- 
tion. This sheath is not present where the tendon 
runs a straight course. 

The tension of a tendon varies directly with the 
strength of the muscle and the degree of contraction, 
but under anesthesia when the origin of the muscle 
and the insertion of the tendon are brought as near 
together as possible the tension of all muscles is 
ZeTOo. 

In tendon operations there must be absolute 
asepsis, and hemorrhage and trauma must be 
reduced to the minimum. Whenever possible, the 
normal relationship between the tendon and sheath 
must be restored. The course of the tendon from 
its original site to that of the paralyzed tendon must 
run through tissue adapted to the gliding of the 
tendon. The normal insertion of the tendon must 
be imitated whenever possible by implapting the 
tendon directly into the bone or cartilage, preferably 
at the insertion of the paralyzed tendon. The nor- 
mal tension and physiological length must be main- 
tained. The line of traction of the transplanted 
tendon must be such as to enable it effectively to do 
the work of the paralyzed tendon. 

The operations described are divided into four 
groups: (1) tendon transplantations or the trans- 
ference of the tendon insertion: (2) true or ‘‘free”’ 
transplanting or grafting of a portion of tendon to 
fill in a gap between the retracted ends of a divided 
tendon; (3) tendolysis to free a tendon from adhe- 
sions and prevent their re-formation; (4) tendon 
suture for the repair of traumatic division of a ten- 
don. 

The author describes in detail the technique of 
tendon transfers for paralytic flat-foot, paralytic 
club-foot, paralytic cavus, paralysis of the extensors 
of the knee, and inoperable musculospiral paralysis, 
transference of the flexor sublimis tendon to replace 
the divided flexor tendons of an adjacent finger, and 
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transference of the extensor communis digitorum 
tendon of. the index finger to replace the divided 
extensor tendon of the thumb, middle, ring, or little 
finger. 

For free transplants, the palmaris longus or a por- 
tion of the flexor carpi radialis is used in operations 
on the hand, and the peroneus longus in operations 
on the foot. Atraumatic technique is particularly 
necessary in these grafting operations. 

In tendolysis for adhesions of a tendon when its 
continuity is preserved the adhesions are separated 
and a transplant of fascia from the forearm is used 
to prevent recurrence of adhesions. To maintain 
the gliding function the gliding surface of the fascia 
is turned outward. 

In the after-treatment proper exercise must be 
given at the proper time. In cases of foot trans- 
plants immobilization should not exceed three 
weeks, and in cases of finger transplants should not 
exceed two weeks. Immobilization should relax 
all tension on the structures operated on. 

After the preliminary immobilization, active mo- 
tion of the muscles should be begun. Passive 
motion and massage are of less importance. It is 
therefore unwise to operate on children who are 
too young to co-operate. 

Adhesions form very rapidly after transplantation 
in the fingers. Hot water baths and small celluloid 
splints are useful. 

The prognosis depends upon the type of operation 
Transplantation of the peroneus longus or tibialis 
anticus from one side to the other has an excellent 
prognosis. Knee operations have not given as good 
results as foot operations, and hand operations are 
still less certain procedures because of the fact that 
the transplanted tendon is attached to tendon instead 
of bone. Tendolysis gives from 50 to 75 per cent 
normal motion. The success of the operation de 
pends in great part upon the zeal and co-operation 
of the patient. Dantev H. Levintuat, M.D. 


Henderson, M. S.: Restoration of the Triceps 
Tendon by Transplantation of the Peroneus 
Longus. J. Am. M. Ass., 1921, Ixxvii, 1572. 


The author reports two cases of free transplant- 
ation of the peroneus longus tendon to restore the 
triceps tendon. The peroneus longus is excellent for 
this purpose as a long piece of considerable strength 
may be obtained without disabling the foot. 

In one case a suppurative process had destroyed 
the continuity of the triceps tendon. The other 
patient had suffered from a fracture of the olecranon 
process in which the proximal fragment had become 
adherent to the articular surface of the humerus. 
A gap in the triceps tendon was left by the removal 
of this fragment. The transplanted tendon was 
fixed proximally to the triceps tendon, interlaced, 
and firmly sutured. The distal end was divided, 
looped through a drill hole in the ulna, and sutured 
under tension with the arm extended. The results 
were satisfactory in both cases. 

J. I. Mircuett, M.D. 























Sudhoff, W.: Anatomical and Histological Exami- 
nation of a Case of Mobilization of the Elbow 
Joint by Open Operation (Anatomisch-histol- 
ogische Untersuchung eines Falles von blutig 
mobilisiertem Ellbogengelenk). Beitr. <s.  klin. 
Chir., 1921, Cxxiii, 655. 

This article is a detailed description of the ana- 
tomical and histological findings in an elbow which 
had been mobilized by Payr two years previously. 
There had been complete and partly bony ankylosis. 
A flap of fat and fascia from the thigh had been in- 
troduced. Function was perfect: active flexion to 45 
degrees, active extension to 165 degrees. The pa- 
tient died from influenza. 

The articular space was clearly recognizable. The 
microscopic examination showed that the new cap- 
sular ligament had been formed from the peri- 
articular tissue. Histologically, the sharp demarca- 
tion between the synovial membrane and the fibrous 
capsule was missing. On the articular surface was a 
tough, glistening, whitish layer consisting structur- 
ally of fibrous connective tissue which was hyaline 
in places and rich in cells but poorly vascularized; 
here were found cells which Schmerz has described 
as polyvalent formative cells. 

In many areas the histological picture suggested 
cartilage regeneration. The formation of cartilage 
appeared to have had its origin sometimes in the 
marrow callus and sometimes in the periosteum. 
It is possible also that it arose from cartilage tissue 
left behind. The variation in the pictures presented 
in different areas seemed to indicate that the process 
of joint formation was not complete even after two 
years. JUENGLING (Z). 


Jones, R.: Tendon Transplantation in Cases of 
Musculospiral Injuries Not Amenable to Su- 
ture. Am. J. Surg., 1921, Xxxv, 333. 

The war taught us that in cases of irreparable 
injury to the musculospiral and posterior interos- 
seous nerves tendon transplantation is a most suc- 
cessful operation. Failure to obtain a perfect func- 
tional result was due to faulty technique or inade- 
quate after-care. The operation should be performed 
only in cases in which the damage to the nerve or the 
muscles supplied by it is beyond repair. 

The author allows twelve months to elapse after 
suture of the nerve before he considers muscle 
transplantation. In the treatment of paralysis due 
to a lesion of the musculospiral nerve tendon trans- 
plantation is always to be preferred to any operation 
of neuroplasty or nerve transplantation. 

The object of tendon transplantation is to improve 
and restore muscle balance. Unless this is accom- 
plished the operation is a failure. The transplanted 
tendon should be kept in relaxation; it should form 
a straight line from its origin to its insertion; it 
should be securely fixed in its new insertion; and it 
should not be expected to correct deformity or move 
a stiff joint. 

Physiotherapeutic measures should be employed in 
order to insure mobilization of the fixed joint. Under 
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excessive tension, muscles become atrophied, while 
a tendon too slack delays restoration of functior. 

In injury of the musculospiral nerve above the 
origin of the posterior interosseous, the flexor carpi 
radialis should be inserted into the three extensors 
of the thumb and the extensor of the index finger. 
The three remaining finger extensors should receive 
the flexor carpi ulnaris. 

Stiles has modified the operation by inserting the 
palmaris longus into the extensor secundi internodii 
pollicis and the flexor carpi radialis into the extensor 
primi internodii pollicis and the long abductor. The 
flexor carpi ulnaris he attaches to each of the exten- 
sor tendons. 

The dissection should be clean and the tendons 
handled gently. The hand and fingers should be 
kept fully extended when the flexors are brought 
to the dorsum. The thumb should be extended and 
abducted. After operation the hand should be 
placed in a dorsiflexion splint with the wrist almost 
at right angles. The metacarpophalangeal joints 
should be slightly flexed to prevent stiffness. The 
hand should be kept in the splint continuously for 
two weeks, the splint then being removed daily for 
massage without changing the position of the hand. 

This position of dorsiflexion should be maintained 
without interruption until the return of voluntary 
power. When dorsiflexion can be performed volun- 
tarily with the fingers and the thumb extended the 
splint may be discarded. Stiffness will not occur if 
the fingers are kept slightly bent. Recovery is 
usually complete in from eight to ten weeks. 

Joun Mircuect, M.D. 


Lowenstein, K.: The Physiological Functional 
Substitution of the Paralytic Quadriceps 
Femoris Muscle (Ueber den physiologischen Er- 
satz der Function des paralytischen Quadriceps 
femoris). Muenchen. med. Wchnschr., 1921, \xviii, 
1225. 

In from three-quarters to four-fifths of all cases 
of paralysis of the lower extremities in children fol- 
lowing poliomyelitis the quadriceps femoris muscle 
is involved. If compensation of the paralysis cannot 
be obtained by skillful balancing of the body weight, 
the continual danger of green-stick fracture is to be 
met by a plastic operation substituting for the 
quadriceps the flexors, biceps, and sartorius, or tensor 
fascia lata. The tensor fascia lata muscle does not 
possess very much strength for extending the leg 
since, by reason of its origin and insertion, its extend- 
ing force is less when the limb is flexed at the hip 
than when it is extended. Spitzy, however, achieved 
a good result in six recent cases with a quadriceps 
extensor plastic operation. The fact that extension 


of the knee joint can be obtained even in complete 
transverse fracture of the patella is due to the “‘later- 
al reserve extension apparatus’’; of especial impor- 
tance in this are the tractus iliotibialis with its radia- 
tions to the periosteum of the head of the fibula, to 
the fascia cruris, and to the periosteum of the tibia, 
the tensor fascie late and the gluteus maximus. 
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The author reports the case of a 50-year-old 
patient with paralysis following poliomyelitis which 
involved the entire right lower extremity with excep- 
tion of the adductors, the biceps, and small portions 
of the tibialis muscle. There appeared in the left 
lower extremity in the course of years a progressive 
flaccid paralysis of the tibialis anticus and the quad- 
riceps femoris muscles. In spite of this condition 
the patient has a firm gait because of the marked 
hypertrophy of the tensor fascia lata: which supplies 
a physiological substitute for the quadriceps muscle. 
PEIPER (Z). 


Movable Bodies in the Knee Joint. 
& Obst., 1921, Xxxiii, 490. 


Lamson, O. F.: 
Surg., Gyucc. 
Rainey’s theory as to the etiology of free joint 
bodies is that they are pieces of detached cartilage 
or cartilage and bone which continue to grow in a 
new locality and are independent of their source 
though adhering to their original character. Fur- 
ther studics have shown that they are nourished by 
the synovial fluid. 

These osteocartilaginous bodies are most com- 
monly found in the larger hinge joints, especially 
the knee which is peculiarly susceptible to injury 
because of its comparatively superficial location 
between the two longest bones in the body and the 
fact that it performs locomotion and weight-bearing 
from different angles. In extreme flexion of the 
knee joint, in which there is slight abduction with 
rotation of the leg on the thigh, trauma may cause 
nipping of cartilage and bone from the condylar 
surface of the femur, and the bodies so broken off 
may grow to considerable size. Undue pressure 
brought upon the tibia may cause detachment of 
small portions of the semilunar fibrocartilages, or 
the bodies may originate from the anterior and pos- 
terior fibrous horn of the semilunar cartilages. Joint 
villi may be rubbed off or become engaged in the 
joint, causing complete locking with severe pain. 

The extensive synovial membrane lining the knee 
joint expands laterally at its patellar end to form 
wing-like fringes. This may become hypertrophied 
because of disease, infection, or chronic irritation 
and then undergo fibrous-tissue and calcareous 
formation. ‘The osteocartilaginous fringes may be 
nipped off to form loose joint bodies through sudden 
movement. Villi or warty growths developing from 
the articular surface of the synovial membrane may 
also become liberated in the joint cavity. In the 
act of unlocking, the bodies may be crushed and 
increased in number until they are removed. 








Frazier, C. H.: The Achievements and Limitations 
ot Neurological Surgery. Arch. Surg., 1921, iii, 543. 
Frazier reviews the advances made in neurological 
surgery and, while pointing out its limitations as 
they are known at the present time, is quite op- 
timistic regarding future progress. With regard to 
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Robertson has observed that, after prolonged 
periods, certain areas of thickened synovial mem- 
brane develop into cartilage and bone which may 
act as foreign bodies. These areas may becom: 
pedunculated and eventually become detached with- 
in the joint. After having become fully detached 
they do not develop further. 

In osteochrondritis dissecans slight trauma causes 
detachment of a portion of the articular surface 
The symptoms are usually intermittent locking ot 
the knee joint in the flexed position accompanied }y 
excruciating pain. This is followed by swelling and 
effusion into the joint. If the loose bodies are of 
considerable size they may become lodged in thi 
suprapatellar pouch and hinder locomotion. Mov 
able bodies may often be palpated by flexing and 
extending the knee joint, especially when they 
situated in the suprapatellar pouch. 

Stereoscopic X-ray observations are a great aid 
in making a positive diagnosis of loose cartilaginous 
bodies and in locating their relative positions in the 
joint. They cause well-defined uniform shadows of 
individual structure, whereas dislocated semilunar 
cartilages cannot be seen except when they are i! 
crustated. Degenerated fat pads resulting fro: 
tuberculosis or syphilis may be palpated but are not 
revealed by the X-ray. A sesamoid bone in thi 
internal head of the gastrocnemius may be mistake: 
for a loose body. Joint lipomata will not give t] 
picture of joint mice but may cause locking 
may be palpated. 

Joint locking and pain are relieved by force 
flexion followed by sudden extension which dis 
lodges the offending loose body. Permanent relict 
is obtained only by surgical removal except in case: 
of arthritis deformans in which the operation is 0! 
little benefit as other loose bodies may develop, t! 
causative lesion not being cured by surgery. Thi 
method of approach is dependent upon the locatio: 
of the loose bodies in each case, and mobilizatio: 
of the knee should be begun as soon as possible to 
prevent ankylosis. 

The shape of joint bodies is usually plano-cony: 
or concavo-convex. They may be found fixed in 
depression in the articular surface of a femoral cor 
dyle or in the intracondylar space. Occasional 
they may be pressed between the bones and lie in 
fossa in the articular cartilage. 

Joint mice are covered with a thick, shining, whit: 
layer of hyaline cartilage. Sometimes a thin lave: 
of true spongy bone may be found on their small 
concave side. Ruporpn 8. Retcu, M.D. 
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tumors of the brain he states that there is as muc! 
difference between an endothelioma and a gliom 
as between a gastric ulcer and an infiltrating carci 
noma of the wall of the stomach. The former is : 
definitely encapsulated tumor which is_ readil: 
accessible because it takes its origin from mem 
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branes. In the latter, sharpness of definition is 
often lacking. By replacing normal brain tissue 
ithout adding to the volume of the cranial contents 
gliomata often grow to large dimensions before there 
re signs of intracranial pressure. Mere exploration 
in cases of glioma is attended with risk peculiar to 
this condition. Following the operation an oedema 
develops or hemorrhage occurs in the tumor from 
« ruptured blood vessel. 

[he author mentions a group of cases in which 
the diagnosis of brain tumor was made but was not 
confirmed at operation; after the relief of pressure, 
the symptoms subsided. In all probability the 
underlying pathologic condition .in’ these 
simulating tumor was a meningitis or leptomeningi- 
Subtemporal decompression has its widest appli 
cation in cases without tumors and those in which 
the presence or location of a tumor is in doubt and 
the operation is employed as a procedure of tempo 
rary expedience. 

In the major trigeminal neuralgias the operative 
mortality has been reduced from 5 per cent to less 
than t per cent. Frazier conserves the motor root 
and in so doing prevents atrophy of the temporal, 
masseter, and pterygoid muscles. With regard to 
the approach to the pituitary body he has revised 
his views since his paper describing the frontal 
ipproach in 1912. He is now of the opinion that 
when the lesion has extended well beyond the 
confines of the sella and is as much suprasellar as 
intrasellar, an adequate exposure and an attempt 
at radical removal are possible only by the intra 
cranial approach. 

In cases of tumors of the spinal cord the localiza 
tion is more definite than jn cases of brain tumors; 
therefore the former are more favorable for surgical 
intervention. Exploratory laminectomy should be 
done more often, even in the absence of definite 
symptoms of tumor. 

At the present time surgery of the spinal roots 
for relief of spasticity is rather a formidable opera 
tion and its results have not as yet justified its 
general use. Chordotomy has been performed by 
the author six times for incessant pain. The opera- 
tion is done by dividing the anterolateral columns 
».5 mm. in the transverse diameter and 2.5 mm. in 
the anteroposterior diameter. 

General anesthesia should be used in_ brain 
surgery. Autotransfusion of blood is advocated, 
and ventricular or subarachnoid puncture is advised 
in cases with increased intracranial pressure before 
operation. H. A. McKnicur, M.D. 


Cases 


Platt, H.: The Principles of the Surgery of the 
Peripheral Nerve Injuries of Warfare. /. 
Orthop. Surg., 1921, iii, 560. 


This article is based on an experience with over 
1,500 gunshot injuries of nerve trunks, including 
over 500 operations. 

Physiological considerations show the importance 
of early suture in nerve lesions as a continued block 
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may destroy the regenerative power of the central 
cells and when operation is performed late it may 
interfere with the regenerative process after it is 
well along. 

Since most of the larger nerve trunks have a 
more or less definite arrangement of bundles, longi- 
tudinal rotation must be prevented when the ends 
are approximated for suture. In cases of extensive 
gaps it is important to free the muscular branches 
of the main nerve trunk to facilitate the suturing. 
The necessary sacrifice of a branch or two may not 
cause any further disablement as some muscles 
have a double nerve supply. Although the extra 
neural blood supply is usually obliterated in the 
repair of nerve lesions, this seems to have no detri- 
mental effect. The simple operation of neurolysis 
plays only a subordinate part in the repair of nerve 
lesions due to war missiles as the majority of such 
lesions are intraneural and not due to pressure or 
other extraneural conditions. Interstitial neuritis 
from general wound infection may complicate the 
lesion. 

In the exploration of nerve injuries the following 
three points are of importance: (1) wide anatomical 
exposure; (2) direct electrical stimulation with a 
bipolar electrode; (3) a position of the limb mini- 
mizing the difficulties of end-to-end suture. 

Statistics regarding results are compiled from 
248 of the 510 cases operated upon. The eighteen 
bridging operations (grafts and tubulizations) were 
all failures. Recoveries of varying degree were noted 
in 79 per cent of the 150 cases of end-to-end suture. 
In the remaining 21 per cent the result was a com- 
plete failure. In 75 per cent of the eighty operations 
for neurolysis there was improvement or recovery 
but the author states that it is difficult to determine 
the exact influence of this operative procedure per se 
on the restoration of conductivity. 

Factors which contributed to failure were: too 
long delay in operating; distal infection from necro- 
sis of a part supplied by the nerve, especially the 
sciatic nerve; inexact topographical apposition due 
to longitudinal rotation; or attempts to suture two 
small trunks to a larger one. 

In the discussion of this paper the salient points 
brought out are: the uselessness of nerve grafts and 
fascial tubulizations; the aid rendered by the use 
of a large magnifving glass in suturing of the nerve; 
and the working of surgeons in shifts so that the 
delicate anastomosing suture is done by an operator 
who has not been fatigued by the long dissection. 

; Witriam A. Clark, M.D. 


Malone, J. Y.: A Method of Determining the Early 
Regeneration of Nerve Fibers at Operation. 
Arch. Surg., 1921, til, 634. 

The author quotes Lewis as stating that approxi- 
mately 80 per cent of nerve injuries recover spon- 
taneously. To discover the cases representing the 
20 per cent in which interference will be necessary 
Malone proposes a test that may be made early in 
the convalescence. 
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When in the exploration of an injured nerve the 
nerve is found intact but thinned out or greatly 
thickened at some point, the question arises whether 
axis cylinders are passing through this area. If they 
are regenerating, the nerve should not be cut and re- 
sutured, but if they are not regenerating and suffi- 
cient time has elapsed for them to have grown 
through the suspected area, a secondary suture 
should be made. 

The next question which presents itself is how it 
may be determined whether regeneration is occur- 
ring. To the author’s knowledge, the only method 
used at present consists in stimulating the nerve 
trunk central to the lesion and nating whether there 
is any contraction of the muscles innervated by that 
nerve. Obviously, if regeneration were occurring 
but had reached only half the distance from the 
lesion to the muscles, no contraction would follow 
and one would proceed with the secondary suture. 
This would be harmful, not only because it would 
delay regeneration many months but also because 
regeneration following a secondary suture is not 
so promising as when the nerve is intact. The delay 
in regeneration and the harm done vary with the 
distance between the suture line and muscles in- 
nervated by the nerve tested and the distance the 
regenerating fibers had passed the point of injury. 

It is a well known fact that when a peripheral 
nerve is stimulated by the application of cold to the 
skin of ahuman beingor by direct stimulation of the 
trunk of an animal, there is reflex stimulation of 
respiration and blood pressure, and reflex contraction 
of muscles innervated by nerves other than the 
nerve stimulated. These phenomena are so well 
established and constant that the author felt they 
might be used as an index of regeneration when the 
nerve trunk was exposed at operation. 

With this in mind he carried out a series of ex- 
periments on dogs. In each case the nerve was cut 
and repaired and then tested at varying intervals 
after the operation. The test consisted in stimulat- 
ing the normal central portion of the nerve with a 
faradic current just strong enough for definite stimu- 
lation of the respiratory center. This strength of 
current was applied at varying distances distally 
from the suture line, and the central and peripheral 
effects recorded graphically or noted merely by 
inspection. The facts demonstrated by the study 
included the following: 

1. Stimulation of a peripheral nerve (normal or 
regenerating) has such a definite effect on the respi- 
ration in animals and human beings that it is easy to 
observe the effect. Therefore a graphic record is 
unnecessary. 

2. Reflex contractions of muscles which receive 
their nerve supply from normal nerves or from 
branches of the tested nerve leaving the main trunk 
of the nerve central to the lesion are of definite 
value in determining the presence of regenerating 
fibers. 

3. Immediately after section and the resuturing 
of a nerve a threshold current spreads across the 
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suture line, but after a week this does not occur if 
the electrodes are placed more than 3 mm. from the 
suture line. After five weeks, when regenerating 
fibers have passed the suture line from 21% to 3 cm., 
a threshold current applied 2 cm. distal to the suture 
line causes a definite stimulation of respiration and 
reflex contraction of muscles. From this time on, the 
reflex effect on respiration is always present and 
can be elicited at increasingly greater distances 
distal to the suture line as regeneration progresses. 
Finally, when the regenerating axones reach the 
muscles, both their contractions and the central 
effect are present as in a normal nerve. 

4. When the test is applied the anesthesia should 
be so light that the corneal reflexes are very active 
as the test depends on the activity of the reflex 
arc. 

5. The test is of no value in a pure motor nerve 
such as the facial, but is applicable to any sensory or 
mixed nerve. 

6. The results in animal experiments indicate 
that the test is applicable to cases of peripheral 
nerve injury in man and should make a diagnosis 
possible weeks and months earlier than has been the 
case up to the present. 

7. The test is of value, however, only after the 
fifth week following injury when the nerve is 
explored and found to be intact. 

FREDERICK CHRISTOPHER, M.D. 


Harris, R. I.: The Treatment of Irreparable Nerve 
Injuries. Canadian M. Ass. J., 1921, xi, 833 

The experience of the war has proved that end-to- 
end suture is the ideal method of treating severed 
nerves. Unfortunately it is not always possible and 
not all nerves sutured in this way recover. Recov 
eries follow nerve suture in about 50 per cent of the 
cases. Nerve injuries of civil life recover more cer- 
tainly, more quickly, and more completely than war 
injuries. 

It is common knowledge that the successful out- 
come of nerve suture is modified by the nerve which 
is injured. Purely motor nerves, like the musculo- 
spiral, recover more certainly than mixed nerves like 
the median and ulnar. This must be due to our in- 
ability to match exactly the nerve pattern of the 
segments of mixed nerves. 

The separation of nerve segments after suture is 
the result of suturing under too great tension, or 
imperfect fixation of the limb in a position which 
will prevent tension on the nerve. Both these 
causes can be prevented. End-to-end suture may be 
rendered possible in cases of relatively large gaps 
in nerves by flexing adjacent joints. The joints 
must be kept flexed for an adequate period of 
time. At the end of six weeks they may be ex- 
tended a few degrees each week until full extension 
is reached. 

From the examination of a number of sutured 
nerves which have failed to recover it appears cer- 
tain that wrapping the site of the suture with fat, 
Cargile membrane, or other material is a cause of 




















The presence of a sheath of vein, fat, or 
fascia about the site of suture results in increased 
fibrous tissue formation, and this, by constriction, 
presents a bar to the downward growth of fibrils. 
It is much better to displace the sutured nerve into 
a normal muscle plane than to wrap it. 

Delay in uniting the ends of a divided nerve does 


failure. 


not affect the prospect of success. As good func- 
tional results have been obtained from suture per- 
formed two or three years after the date of injury 
as from primary suture. 

It is possible to improve irreparable nerve lesions 
by tendon transference. The brilliant results ob- 
tained in some situations suggest that the use of 
this method might be extended. The principle un- 
derlying tendon transference is the detachment of 
tendons which can be spared from normal muscle 
groups and their implantation into the paralyzed 
tendons. The author reports some very interesting 
cases illustrating this method. The article is sum- 
marized as follows: 

1. A group of nerve injuries exist to which the 
term “irreparable”? may well be given since they 
consist of: (1) sutured nerves which have failed to 
recover, and (2) nerve injuries in which end-to- 
end suturing is impossible. 

2. A few cases in the first group have resulted 
from imperfect suture. Such cases should be re- 
explored and resutured if possible. 

3. The remaining cases must be treated by secon- 
dary operations such as tendon transference and 
tendon fixation. 

4. Irreparable injuries of the musculospiral nerve 
can be greatly improved by tendon transference. 

5. Irreparable lesions of the median nerve may 
be improved by nerve anastomosis to relieve anes- 
thesia and tendon transference to overcome paraly- 
sis. 

6. Irreparable lesions of the sciatic nerve are 
treated better by stabilizing operations such as 
tendon fixation than by tendon transference. 

I’ REDERICK CHRISTOPHER, M.D, 


Nathan and Madier: Extensive Nerve Restoration 
by the Interposition of Loose Connective 
Tissue (Kssai de restauration nerveuse étendue par 
interposition de tissu conjontif lache). Bull. Acad. 
de méd., Par., 1921, Ixxxvi, 243. 


Nageotte was able to re-establish the continuity 
of a nerve by interposing between the two frag- 
ments a piece of nerve which had been preserved in 
alcohol. The authors have used loose connective 
tissue enveloped in an aponeurotic sheath. They 
state that a nerve is able to proliferate in young 
connective tissue despite an extensive gap between 
the proximal and distal ends. The two ends elongate 
and tend to meet. 

Experimental work on dogs — section of the sci- 
atic nerve and interposition of a graft of connective 
tissue—has shown: 

1. That nerve fibers have traversed the 10 cm. 
of interposed connective tissue. 
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2, That the central and peripheral ends have 
proliferated simultaneously, one in a centrifugal, 
and the other in a centripetal direction. 

3. That these two proliferations occur side by 
side, the continuity of the nerve being re-established 
by anastomosis of the fibers at several points. 

4. That the nerve ends do not proliferate in adult 
connective tissue. W. A. BRENNAN. 


Shelden, W. D.:'Tardy Paralysis of the Ulnar Nerve. 
Med. Clin. N. Am., 1921, Vv, 499. 


The author reports the case of a physician 31 
years of age who complained of numbness along the 
ulnar nerve, weakness and atrophy of the small 
muscles of the hands, and inability to separate and 
close the fingers normally. When he was 5 years of 
age his right elbow had been fractured with dis- 
placement of the interior condyles downward and 
inward; this exposed the nerve on the apex of the 
displaced fragment so that since the accident it 
had been subject to traumatism. On examination 
the nerve was found to have a fusiform enlargement 
for about 5 cm. At operation it was brought 
anterior to the internal condyle. As a result it is 
moveable, its function has been improved, and 
atrophy and tenderness have almost disappeared. 
Twenty-two sinfilar cases have been observed; 
fifteen were operated on. 

The etiological factor in tardy paralysis of the 
ulnar nerve is deformity of the elbow joint such as 
fracture-dislocation in childhood, hypertrophic ar- 
thritis, foreign bodies in the joints, the development 
of bursa in the ulnar groove, and exostosis. The most 
frequent cause of the deformity is fracture-disloca- 
tion. This occurs on the average at the age of 714 
years, while the average age at which symptoms 
appear is 40. Tenderness and other sensory disturb- 
ances such as anesthesia to pain, temperature, and 
touch, are prominent symptoms. Remission of 
symptoms occurs in some cases and there is gradual 
progressive weakness with atrophy beginning in 
the small muscles of the hand. 

At operation the nerve shows a spindle-shaped 
enlargement from one to three times its normal 
diameter. The nodules consist of thickening in the 
perineurium and connective tissue of the nerve. 
Electrical examinations usually show a partial reac- 
tion or degeneration. 

The diagnosis is easily made if due consideration 
is given to the deformity of the elbow joint. Pal- 
pation of the nerve is important as in no other lesion 
except leprosy are such characteristic changes 
noted. 

The treatment consists in rest and electricity, 
and if these fail, in the transference of the nerve 
anterior to the condyle. Because of the additional 
disturbance which may be produced, it is not well 
to resect a pseudoneuroma. The type of elbow in- 
jury, deformity symptoms, operative findings, and 
postoperative results in seven cases reported are 
shown in charts. MERLE R. Hoon, M.D. 











BLOOD 


Lusena, M.: Experimental Study on Blood Trans- 
fusion (Studio sperimentale sulla transfusione del 
sangue). Sperimentale, 1921, 1xxv, 461. 

In a number of experiments Lusena found that, 
in general, the animals all reacted in the same way 
to the transfusion of their own blood removed a 
few minutes previously from the arterial circulation. 
The blood transfused varied in quantity from 1o to 
20 c.cm. and was defibrinated. 

A progressive decrease in the haemoglobin and 
red cells was the common finding, but there was a 
difference in the resistance of the animals as some 
of them died while others slowly regenerated the 
destroyed clements. In two cases transfusion 
caused a temporary hyperglobulia. Citrated blood 
appeared to be tolerated better. 

In the animals killed, macroscopic examination of 
the organs revealed nothing noteworthy. Micro- 
scropic examination of the haematopoietic organs 
showed the picture of the hamolytic anemia 
described by Banti. 

If transfused blood lived again in the body from 
which, for a few minutes, it was removed, the devel 
opment of anamia would be proportionate to the 
quantity of blood not restored. The experiments 
demonstrated, however, that when once the blood 
is taken from the organism it does not again resume 
its vitality but causes toxic phenomena character 
ized by a decrease in the hemoglobin and the red 
cells. The latter appear pale and sometimes con 
solidated and agglutinated. The number of cells 
is not constant; frequently it is a little increased 
after the transfusion. The fragility of the cells in 
the blood taken from the general circulation does 
not appear to be diminished. The changes enumer 
ated vary in intensity. Some result fatally, whik 
others vanish after a few days. W.A. Brennan. 


BLOOD AND LYMPH VESSELS 


Ott, W. O.: The Results of Twenty-One Cases of 
Surgical Treatment of Aneurism. -1i77). Sur: 
1921, Ixxiv, 513. 

The author reports a thorough review of twenty 
one cases of aneurism, exclusive of thoracic and 
cirsoid aneurism, in which operation was done at the 
Mayo Clinic between January 1. 1907.and Novem 
ber 1. 1918. 

Complete cures were obtained in thirteen cases. 
Three were obtained by proximal and distal ligation 
with excision of the sac in cases in which relativels 
unimportant arteries were involved. Four were 
proximal ligations only, three of the external carotid 
artery and one of the internal iliac artery. In one 
case a ligature was tied around the base of the sac. 
In three cases a Matas reconstruction endo-aneu 
rismorrhaphy was done, in two for aneurism of the 
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popliteal artery and in one for aneurism of the femo- 
ral artery in Hunter’s canal. In one case a compri 
sion suture was thrown around the communicatic 
in an arteriovenous aneurism, and in another th 
opening in the artery was sutured by opening thi 

Improvement was obtained by a Matas oblite: 
tion operation in a case of popliteal aneurism. |) 
proximal ligation in a case of aneurism of the co 
mon carotid, and by the proximal application 0! 
Neff clamp in a case of ancurism of the commo 
iliac. One patient was well for three years follo 
ing proximal ligation of the subclavian ancuri 
and then had a sudden recurrence. There wer 
three deaths in the series. One patient died from 
cerebral embolus loosened by manipulation of (| 
sac. Another death occurred from cerebral changes 
following ligation of the common carotid arter) 
and internal jugular vein of a patient aged 66 years 
who had an arteriovenous aneurism between the 
common carotid artery and the cavernous sinus 
A third patient died of circulatory disturbance fol 
lowing the application of a Neff clamp proximal to 
an aneurism of the common iliac artery. 

In one case a residual circulatory disturbance 
characterized by numbness and formication in th 
foot persisted for eight months following the Matas 
operation on the popliteal artery. 

The type of operation indicated depends larg: 
on the location and type of the aneurism to be dealt 
with, and especially on the efficiency of the collater 
circulation. Proximal ligation, proximal and dist 
ligation with or without excision of the sac and. 
cases of arteriovenous aneurism, quadruple ligation 
were the most common procedures for vascular 
injuries in the recent war. In cases of traumati: 
and arteriovenous aneurism good results were ob 
tained by proximal and distal ligation with excisio! 
of the sac, provided the vessels were small and thei! 
ligation did not disturb the peripheral circulatio: 
In aneurism of the larger arteries, particularly th 
popliteal, femoral, and posterior tibial, the operation 
used must leave the lumen of the vessel intact. In 
some cases the base of the sac may be ligated. Pass 
ing an unabsorbable ligature about the point oi 
anastomosis in arteriovenous aneurism may be don 
successfully as is illustrated by one of the reported 
Ott believes that the most practical metho: 
of dealing with aneurisms of the larger vessels i 
some form of the Matas Ope ration done with a co! 
strictor applied proximal to the lesion. 

The most successful method and the method o 
choice for aneurisms of small, unimportant arteries 
is proximal and distal ligation with excision of the 
sac. For large arteries it is some form of the Matas 
eperation. The results of proximal ligation wer 
uncertain. Gradual occlusion with clamps gav: 
only indifferent or poor results. 

L. D. McGuire, M.D. 
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Harrigan, A. H.: Arterial Haematoma Following 
Traumatic Rupture of the Popliteal Artery. 


tan. Surg., 1921, Ixxiv, 625. 


lhe author reports the case of a patient who was 

jured by a fall three months previous to his admis- 
sion to the hospital. A cystic, tense swelling in 
the lower half of the right thigh and more prominent 
over the internal aspect appeared immediately after 
the accident and slowly increased in size. 

At operation a longitudinal incision was made 
over the most prominent part of the swelling. When 
the incision was deepened through the muscles of 
the thigh a cavity containing a large number of 
black and gangrenous blood clots was entered. 
Phe clots, compressed into definite laminw, formed 

distinct wall to the cavity. An attempt to remove 
them caused a violent hamorrhage. As the bleed- 
ing was clearly of arterial origin, the common 
femoral artery was immediately compressed in 
Scarpa’s triangle and the incision rapidly enlarged. 
When the margins were held apart with retractors 
ind the assistant released the pressure from the 
femoral artery an opening was detected on the inner 
vall of the beginning of the popliteal artery which 

as gray and somewhat necrotic. Double ligation 
of the artery effectively controlled the hamorrhage. 
lwo pieces of gauze were inserted in the wound for 
drainage and closure was effected with interrupted 
sutures. The color and warmth of the leg remained 
unchanged during the convalescence although pulsa- 
tion of the dorsalis pedis artery was never perceptible. 

The most efficacious treatment of arterial hama- 
tomata consists of early incision as the prompt 
evacuation of the clots favors the immediate restora 
tion of the collateral circulation. Arteriorrhaphy is 
a feasible method of treatment. Ligation of the 
principal artery of an extremity should be avoided 
except as a last resort because, by suppressing many 
of the arterial branches, it favors gangrene. What- 
ever treatment isemployed, drainage is absolutely es- 
sential, one important indication being the necessity 
of detecting the early onset of reactionary or secon- 
dary hemorrhage. 

Preliminary to ligation of a main artery an effort 
should be made to determine the efficiency of the 
collateral circulation, for it is evident that if this 
is not established, arteriorrhaphy or venous trans- 
plantation will be necessary to prevent gangrene. 

FREDERICK CHRISTOPHER, M.D. 


GENERAL BACTERIAL INFECTIONS 


Leclerc: The Treatment of Septicamia by Intra- 
venous Injections of Peptone (Le traitement des 
états septicémiques par les injections intraveineuses 
de peptone). Bull. el mém. Soc. de chir. de Par., 
1921, xlvii, 1122. 

Leclerc reported a wound of the index finger which 
vas followed by axillary abscess and then by septi- 
cemia despite extensive incisions and free drainage 
of the abscess. The treatment then adopted con- 
sisted of daily injections of large doses of artificial 
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serum and camphorated oil. The septicemia per- 
sisted, however, for a month. An injection of 112 
gm. of pure peptone dissolved in 30 c. cm. of sterile 
water was then made into the external saphenous 
vein. No reaction was observed, but from this 
moment the general condition rapidly improved. 

It is not known how the peptone acts. Bazy, 
who submitted this report, stated that it causes a 
sort of expulsive phenomenon by which the oganism 
rids itself of both the newly introduced substances 
and those which it already harbors. This mechanism 
would be somewhat analogous to the influence of 
intercurrent febrile maladies on the progress of 
dermatoses of chronic infections. According to 
Nolf, who has been particularly identified with treat- 
ment by peptone injections, the peptone effect can 
be produced by other substances such as bacterial, 
animal, or vegetable toxins. W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


An Auscultatory Sign Observed 
Am. J. M. S.; 


Aschner, P. W.: 
in Acute Abdominal Diseases. 
1921, clxil, 712. 

In acute abdominal conditions with free pus, blood, 
or seropurulent exudation into the peritoneal 
cavity (most of them cases of appendicitis) the 
author has frequently noted with the stethoscope 
that the heart sounds and inspiratory murmur were 
audible over three or all abdominal quadrants, 
that the heart sounds were somewhat distant, sug- 
gesting foctal heart sounds, and that the inspiratory 
murmur was occasionally audible during quiet respi- 
ration and at other times only upon deep breathing. 

These signs were not present in cases of slow 
accumulation of fluid, such as ascites, in which the 
parietes are stretched gradually, but appeared 
when there was a sudden accumulation of fluid under 
tension. 

Aschner reports seventeen cases with positive 
auscultatory signs and positive findings at operation, 
twelve cases with negative auscultatory signs and 
negative findings at operation, four cases in which 
the heart sounds were heard in only one or in both 
upper quadrants, three cases with negative ausculta 
tory signs and positive findings at operation, and two 
cases with positive auscultatory signs and negative 
findings at operation. Water C. Burket, M.D. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Albanese, A.: The Changes in Transplanted 
Nerves and the Histologic Reactions They Pro- 
duce in the Host (Sulle modificazioni dei nervi 
trapiantati e sulle reazioni istologiche che essi pro 
vocano nell’ organismo dell’ ospite). Arch. ital. di 
chir., 1921, iv, 215. 

Albanese has experimented with hetero-, homo-, 
and auto-transplantation of nerves in dogs and 
rabbits. In the hetero-transplantations he found: 
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1. Slow transformation of the lipoids from the 
medullary sheath of the nerve into neutral fats. 

2. Rapid dropsical swelling of the axis cylinder 
which remained a long time in the grafted fragment 
in the form of fragments of abnormal thickness and 
necrotic appearance. 

3. Disappearance of the nuclei of the sheath of 
Schwann which persisted as a mass of filaments 
deprived of definite organization giving the whole 
fragment of grafted nerve the appearance of 
a small necrotic mass, particularly when it was 
observed under low magnification. 

4. Weak connective tissue proliferation of the 
host and hence its slow and scanty penetration into 
the mass of the transplanted nerve. 

In the homo- and the auto-transplantations of 
nerves there were observed: 

1. Active transformation of the lipoids of the 
medullary sheath into neutral fats and more rapid 
re-absorption of these than in the cases of hetero- 
transplantation. 

2. Very rapid disappearance of the axis cyl- 
inders. 

3. Persistence of the nuclei of Schwann’s sheath 
even forty days after the grafting, and preservation 
of the normal appearance of the organized tissue. 

4. Intense connective tissue proliferation of the 
host and rapid invasion of the fragment with connec- 
tive tissue sproutings which tended to organize the 
fragment itself. 

This varied behavior of the transplanted nerve 
and the tissues of the host is probably in agreement 
with the varied biological activity of the tissues of 
different animal species and dependent upon the 
fact that the tissues of one animal species possess 
properties which disturb the normal evolution of 
biological processes and necrobiosis in those of other 
species. 

The article is supplemented by colored histologic 
plates. W. A. BRENNAN. 


Mann, F. C.: The Transplantation of Fat in the 
Peritoneal Cavity. Surg. Clin. N. Am., 1921, i, 
1405. 

Fat has been transplanted into the peritoneal 
cavity for several purposes, the most important of 
which were: (1) to prevent adhesions, (2) to repair 
pathologic or surgical openings in the gastro-intes- 
tinal tract or ureter, (3) to strengthen a suture line 
of the gastro-intestinal tract or ureter, (4) to replace 
lost peritoneum, (5) to occlude a portion of the 
gastro-intestinal tract, and (6) to stop hemorrhage. 
Since 1914, Bell, Harrington, and Kinsella have 
carried on independent series of experiments in 
the Mayo Clinic. For several years Mann has been 


conducting experiments in which fat has been used 
in connection with operations for various purposes; 
at necropsy note has been made regarding the 
prevention or production of adhesions by the trans- 
planted fat. 

The experimental work was done with two objects 
in view: the determination of the fate of the trans- 
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planted fat and the results produced, and the appli- 
cation of the procedure to clinical surgery. William- 
son and Mann have called attention to the fact 
that it is difficult to standardize experimental pro- 
cedures in the peritoneal cavity because of the 
marked individual variation in the reaction of the 
peritoneum. 

Three series of experiments were carried out. 
In the first, free transplants of omentum were used 
in the peritoneal cavity; in the second, attached 
transplants of omentum; and in the third, sub- 
cutaneous fat. The results in the first and last 
series were practically identical. Fine silk was 
found to be the best suture material to hold the 
omental transplant as it produces the least reaction, 
but fine catgut carefully used is also satisfactory. 

The conclusions based on a large number of obser- 
vations made under various experimental conditions 
and following a varied technique were as follows: 

1. Free omental transplants have a_ limited 
application in the surgery of the peritoneal cavity. 

2. Free omental transplants may remain seem- 
ingly viable for one year, but as a rule are reduced 
in a few weeks to fat-free, scar-like tissue. 

3. Free omental transplants may be used to pre- 
vent adhesions, but the value of the procedure is 
decreased by the fact that unless great care is exer- 
cised the results probably will be worse than if the 
transplants had not been used. 

4. Free omental transplants are not safe for 
routine use in patching an opening in the gastro- 
intestinal tract. 

5. Free omental transplants have little or no 
advantage in the reinforcement of the suture line 
of a gastro-intestinal anastomosis. 

6. Free omental transplants can be used to re- 
place lost peritoneum, but are not as good as 
sutures. 

7. The gastro-intestinal tract can be occluded 
partially by a free omental transplant. 

8. Free omental transplants packed into wounds 
of the liver, kidney, and spleen stop hemorrhage 
from the wounds. 

9. Attached omental transplants can be employed 
for many purposes, including those given. Their 
use, however, carries with it the potentiality of 
producing intestinal obstruction. 

M. R. Hoon, M.D. 


Roeder, C. A.: The Relation of Surgical Tect.nique 
to Gastrojejunal Ulcer. Arch. Surg., 1921, iii, 622. 

In the order of their frequency the position of 
ulcers developing after gastro-enterostomy is as 
follows: (1) in the jejunum close to the anastomo- 
sis; (2) along the edge of the anastomosis; (3) 
in the stomach close to the anastomosis; and (4) 
along the line of closure of a resected stomach. One 
noteworthy feature of the so-called gastrojejunal 
ulcers is that they are always found in proximity 
to the region of operative procedure, that is, along 
the suture line or about where a clamp was placed. 
In order to obtain hemostasis in the thin jejunal 























mesentery it is necessary to compress the thick 
jejunal walls with the intestinal clamp very severely. 

In this article Roeder reports the results of gastro- 
enterostomies he performed upon dogs, employing 
a different technique in different cases and 
making careful autopsies. His conclusions he sum- 
marizes as follows: 

1. The adjective “gastrojejunal’”’ is used im- 
properly to describe the type of ulcer following gas- 
tro-enterostomy as it does not designate the correct 
regional and relational occurrence of the lesion. 
Since these ulcers follow operation, the technique 
of surgical procedure should be more carefully 
studied. 

2. The mucosa is the most important layer rela- 
tive to chronic ulcer in any portion of the gastro- 
intestinal tract. During operation it should be pre- 
served to the utmost. Pre-operative and postopera- 
tive ulcers generally occur in areas where vascularity 
is comparatively decreased and the mucosa is less 
abundant. 

3. The mucosa should be sutured separately and 
only along the very edge. In order to prevent scar- 
tissue infiltration and immobilization—the _ pre- 
ulcer condition—no other suture should ever pene- 
trate this layer. Whenever possible, the mucosa 
should be dissected free from the muscularis, a 
measure which allows the’ outer coats also to be 
sutured separately with very little chance of in- 
cluding the mucosa. 

FREDERICK CHRISTOPHER, M.D. 


Schoenbauer, L., and Demel, R.: Experimental 
Research in Wound Drainage with Dry and 
Moist Dressings (Experimentelle Untersuchungen 
ueber Wunddrainage bei trockenem und feuchtem 
Verband). Arch. f. klin. Chir., 1921, cxvi, 731. 

The question which the authors set themselves 
to answer was how far drainage by rubber tube, 
iodoform gauze strips, or a wick favors the entrance 
of pathogenic bacteria into simple wounds or the 
larger hamatomata when dry and wet dressings 
are used. For this purpose they shaved the backs 
of dogs, cleansed the skin with benzol iodide and 
alcohol, painted it twice with iodine, and then made 
transverse skin wounds 3 cm. in length. From the 
left margin of the wound a dressing forceps was 
pushed forward subcutaneously toward the abdom- 
inal region to a distance of 12 cm., and from the 
right corner of the wound a subcutaneous tunnel of 
the same length was formed with the shears. On the 
right side the soft parts were cut up as much as 
possible to cause the formation of a haematoma. 
Into each tunnel a long drainage tube or an iodo- 
form gauze or cotton wick was introduced and the 
wound closed in the middle by suture. The vicinity 
of the wound was then smeared with pyocyaneus 
cultures and the wound covered with dry or moist 
dressings (thick lavers of gauze soaked in aluminum 
acetate and covered with Billroth cambric). 

Later, the abdominal surface was disinfected and 
punctured in order to examine the ends of the sub- 
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cutaneously draining tunnels, which here were 12 
cm. from the wound. Previous examination of the 
skin had proved that the pyocyaneus bacillus was 
absent at the point of puncture. 

When dry dressings were used the results of the 
puncture at the end of the wound canal without the 
hematoma were as follows: 

Rubber drain: After twenty-four hours small 
quantities of pus with numerous pvocyaneus colonies 
(also gram-positive cocci). were found which, after 
periods of forty-eight and seventy-two hours, had 
increased still more. 

lodoform gauze strips: The secretion was more 
abundant than when the rubber drain was used, but 
bacteriological examination after twenty-four hours 
was negative for pyocyancus, after fifty-two hours 
only a few colonies of gram-positive cocci were 
cultured, and after seventy-two and a hundred 
and twenty-four hours the result was entirely nega- 
tive. 

Wick drainage: The secretion was slight. The first 
puncture was bacteriologically negative and not 
until after a period of a hundred and fourteen hours 
were gram-positive cocci found in large numbers and 
pyocyaneus colonies in abundance. 

In cases of dry dressings and haematoma the 
findings were as follows: 

Rubber drain: Many pyocyancus colonies were 
found after twenty-four hours. 

Iodoform gauze: A scanty growth of pyocyaneus 
was obtained only when the third puncture was 
made after seventy-two hours. 

Wick drainage: The first puncture after twenty- 
four hours was negative; the second after fifty-two 
hours gave a great number of colonies of pyo- 
cyaneus. 

The results in cases of moist dressings and wound 
tunnels without haematoma were as follows: 

Rubber drain: Large amounts of purulent secre- 
tion with many pyocyaneus rods after twenty-four 
hours. 

lodoform gauze: A small quantity of turbid secre- 
tion after twenty-four and forty-cight hours, more 
abundant after seventy-two hours, with scanty cul- 
tures at the beginning and still more scanty pus. 

Wick drainage: Little secretion, which did not be- 
come abundant or purulent until after seventy-two 
hours; pyocyancus absent; only a few gram-positive 
cocci were found. 

In cases of moist dressings and haematoma the 
results were as follows: 

Rubber drainage: After twenty-four hours there 
was much purulent secretion with many pyocyaneus 
bacilli. 

Iodoform gauze and wick drainage: At no time 
was pyocyaneus found. 

The same results were obtained when the tunnel 
wound was made horizontal and the site of puncture 
was not at the deepest point. 

The authors conclude that the rubber drain favors 
the entrance of bacteria present on the skin, that 
iodoform gauze does the same, but in less degree, 
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and wick drainage opposes bacterial advance. In 

cases of gauze and wick drainage, moist dressings 

appear to retard the entrance of bacteria. 
MARWEDEL (Z) 


Carrel, A.: Cicatrization of Wounds. Factors 
Initiating Regeneration. J. Exper. M., 1921, 
XXXIV, 425. 


If regeneration is a direct consequence of the loss 
of tissue and is initiated by an internal factor, the 
cicatrization of a wound protected against all exter- 
nal irritation would take place normally. If this 
hypothesis is not true, the wound would not begin 
to cicatrize. It has been observed that the latent 
period of cicatrization of a wound dressed with 
dead connective tissue or plasma clot is abnormally 
prolonged. In order to ascertain the measure to 
which the onset of regeneration could be delayed by 
adequate protection of the surface of the wound, 
the author performed several experiments on dogs. 
In one instance the latent period lasted very much 
longer in the wound protected by connecting tissue 
than in the control wound. 

It was found that as long as the wounds were pro- 
tected against mechanical, chemical, and bacterial 
irritations by a connective-tissue dressing there was 
no evidence of cicatrization. The complete or partial 
failure of four of the author’s experiments was due 
to the slipping of the inner dressing from the wound, 
mechanical irritation by the gauze, and infection. 
In two of the experiments in which the connective 
tissue was maintained at the surface of the wound 
cicatrization had not begun even at the end of 
twenty-five and eighteen days respectively after the 
operation, while in the control wound the duration 
of the latent period did not exceed five or six days. 
The experiments were interrupted after the second 
or third inspection on account of the technical im- 
possibility of again applying a non-irritating dress- 
ing to the wounds but Carrel believes that the 
wounds could have been kept for a much longer time 
in a condition of quiescence. 

While it is not known whether cicatrization can 
be prevented for an indefinite period, there is no 
doubt that if all external irritations are suppressed 
the mechanism of regeneration is not set in motion 
at the usual time. It appears, therefore, that under 
ordinary conditions cicatrization is not initiated by 
an internal factor. 

On the contrary, the application of turpentine, 
chick-embryvo pulp, and staphylococci markedly 
decreased the length of the latent period, often to 
less than two days. This fact demonstrated the 
importance of external factors in the initiation of 
cicatrization. It appears that the mechanism of 
regeneration becomes adapted to the ordinary con- 
ditions of life of the animals. A small wound will 
begin to cicatrize sooner if slightly infected, as is 
practically always the case, than if it is thoroughly 
protected by a non-irritating dressing. 

The following are the conclusions drawn in the 
author’s report: 
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t. It may be concluded that, under the conditions 
of the experiments, a wound protected by a non 
irritating dressing shows no granulation tissue or 
beginning of contraction for at least twenty-five 
days. 

2. The local application of certain irritants, such 
as turpentine, chick-embryo pulp, and staphylococci, 
reduces the duration of the latent period to less than 
two days. 

3. Apparently regeneration is initiated, not by an 
internal, but by an external factor. 

GeorcE E. Britpy, M.D. 
Fulle, G. B. C.: Experimental Research upon 
Wounds of the Gall-Bladder and Experimental 
Cholzemia (Contributo sperimentale alle ferit: 
della cistifellea e alla colemia sperimentale). Arr/ 
ital. di chir., 1921, iv, 229. 

From a consideration of previous experimenta! 
work on the action of bile escaping into the peri 
toneal cavity, Fulle finds it evident that the ques 
tion of cholemia, which represents the final stage of 
biliary wounds with intraperitoneal biliary effusion, 
has not yet been completely answered. The major- 
ity of writers on the subject still speak of some 
poorly defined toxic action but do not know which 
of the different constituents of the bile is the toxic 
agent. Clinical results and experimental findings 
are too discordant to warrant the assumption that 
cholemia is the sole cause of death following wounds 
of the liver and the biliary ducts as the death occurs 
a few hours after the injury although large quan 
tities of bile can remain in the abdominal cavity for 
weeks without harmful effect. Some other condi- 
tion, therefore, must be associated with the cholie 
mia. 

To study this question further the author carried 
out a number of experiments on dogs and rabbits 
to determine the local action of the bile on th« 
peritoneum. The flow of bile into the peritoneal! 
cavity was effected by means of various types of 
wounds of the gall-bladder. All of the animals died 
when the wounds were severe, but some of those witli 
slight wounds survived. The research included 
examination of the urine, the determination of the 
power of the peritoneum to absorb normal bile, 
and the determination of the toxicity of the intra- 
peritoneal biliary effusion. 

All animals having the fundus of the gall-bladder 
removed. or with wounds 3 or 4 cm. in length diced 
within a period of nineteen to sixty-two hours in 
the case of dogs and twelve hours to seven days in 
the case of rabbits. In dogs with smaller wounds, 
which were killed forty-two to sixty-five days after 
the injury, autopsy showed that the gall-bladder 
was surrounded by connective tissue adhesions and 
the peritoneal cavity was entirely normal, being 
free from adhesions and inflammation. These re 
sults agreed with those which were obtained from 
experimental intraperitoneal injections of ox bile 
in rabbits and demonstrate that normal bile is 
usually sterile. 
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\n important finding which the author wishes to 
emphasize was that in extensive wounds of the gall- 
bladder little biliary pigment was found in the 
urine, while in cases of small wounds it was always 
present. In all cases there was complete absence of 
cutaneous and subconjunctival icterus. In the 
slight wounds reaction was manifested in the urine 
within twelve hours following the injury and _per- 
sisted for a period varying from six to thirty-two 
days. 

The experimental findings showed also that the 
normal bile collected directly from the gall-bladder 
of dogs and rabbits was undoubtedly more toxic 
than that which flowed from a traumatized gall- 
bladder and had had more or less contact with the 
peritoneal serosa. The bile flowing from large and 
fatal wounds of the gall-bladder was not more toxic 
than that flowing from small wounds which were 
not fatal. The author suggests that, by reason of 
its serous transudation, the peritoneum is bacteri- 
cidal and can neutralize biliary toxins. However, 
as blood also is frequently present in these intra- 
peritoneal effusions, the decrease in toxicity may be 
due to dilution of the bile by the blood serum or 
peritoneal exudate. This hypothesis, nevertheless, 
does not explain all cases as in many animals 
which died or were killed the bile found in the peri- 
toneal cavity showed macroscopically all the charac- 
teristics of bile freshly derived from the gall-bladder. 
For further study the author therefore made intra- 
venous injections of the intra-abdominal bile effu- 
sion. Most of the experimental animals died, but 
the period of survival was much longer than that 
following injections of normal bile. The longer sur- 
vival indicated diminished toxicity of the bile in 
the effusion. In all these animals autopsy showed a 
moderate effusion of blood in the abdominal cavity 
which no doubt was due to the toxic action of the 
bile on the blood or the blood-vessel walls. 

From his findings the author draws the conclusion 
that the danger of severe wounds of the gall-bladder 
is due to the immediate absorption of a greater 
quantity of the effusion which causes intoxication 
of the organism before the peritoneum can defend 
itself and arrests the processes of elimination. 

W. A. BRENNAN. 


Lisberg, H. B.: Experimental Intestinal Obstruct- 
jon. Ann. Surg., 1921, Ixxiv, $84. 

In the types of experimental intestinal obstruction 
discussed in this article the toxins seem to have a 
two-fold origin. In obstruction in the duodenal 
region due to severance of the gut the pancreas is 
probably the main source of the toxin. Bacteria 
are apparently not a determining factor. 

In the pure segmental type of obstruction (i.c., 
an isolated segment, the continuity of the gut being 
uninterrupted) the damaged intestinal tissue is the 
deciding factor as regards a fatal outcome. If no 


devitalized tissue is present death does not occur. 
In non-devitalized segments bacteria alone will not 
In some cases devitalization 


cause a fatal outcome. 
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of a segment appears to be responsible for a fatal 
outcome long before there has been time for bacterial 
action to play a part in the result. When severance 
of the gut and segmental obstruction are both pres- 
ent but there is no damage to the intestinal mucosa 
in the segment, the fatal outcome is due to severed 
gut obstruction rather than to the undamaged seg- 
ments. 

In both types of obstruction the breaking down 
of the protein molecules of the host appears to be an 
important factor in the formation of toxic sub- 
stances. Whether the actual end-products in both 
instances are chemically allied or not is yet to be 
proved. 

In obstruction due to severance of the gut death 
appears to be essentially physiological. In the type 
due to devitalization of an intestinal segment this is 
true in the main but an additional element is the 
presence of bacteria. For the present, the character 
of the toxic product in the former can only be 
conjectured. In the latter the not clearly defined 
proteose or its split products may be regarded 
as the fatal agent. 

FREDERICK CHRISTOPHER, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Wakeley, C. P. G.: Congenital Synostosis of the 
Radius and Ulna. Arch. Radiol. & Electrotherapy, 
1921, Xxvl, 185. 

Congenital synostosis of the radius and ulna was 
formerly considered one of the rare deformities of 
the forearm bones, but since the introduction of the 
roentgen rays numerous instances have been re- 
ported. 

In some of the cases, and especially those in which 
the synostosis is associated with dislocation of the 
head of the radius, a strong hereditary element is 
present. The main characteristic of the deformity 
is the fixation of both forearms in a position of pro- 
nation or mid-pronation. Extension and flexion at 
the elbow and movements at the wrist are always 
free. There is no movement of the radius and ulna, 
however, as between these bones there is firm 
osseous union. When the deformity is unilateral, 
the affected forearm often appears thinner and some- 
times shorter than the sound arm. 

Two types of the condition may be distinguished: 
(1) true radio-ulnar synostosis, and (2) radio-ulnar 
synostosis complicating congenital dislocation of 
the head of the radius. 

In the true radio-ulnar synostosis the upper end 
of the radius is completely fused to the ulna for a dis- 
tance of from 3 to6cm. The line of fusion extends 
obliquely downward on the front of the ulna, and 
the concave border of the bony arch corresponds to 
the upper end of the interosseous membrane. The 
lower ends of the radius and ulna are almost invari- 
ably free. In addition to bony union, the soft parts 
show considerable deviation from the normal. The 
supinator muscles are defective, and the pronator 
radii teres and pronator quadratus are much short- 
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ened. In over 80 per cent of the recorded cases of 
true radio-ulnar synostosis the condition was sym- 
metrical. 

To determine the etiological factors the author 
examined a considerable number of human embryos 
in various stages of development. He has come to 
the conclusion that, among other possibilities, the 
deformity might be due to failure of development of 
the supinators and pronators of the forearm. Sev- 
eral theories advanced by others, such as those as- 
cribing it to abnormal pressure and atavism, are 
mentioned. 

Brief reports of the eight cases which came under 
the author’s observation are appended. Seven of 
them belonged to Type 1 and one to Type 2. Sev- 
cral photographs and roentgenograms illustrating 
the conditions are presented. 

In cases in which the forearm is fixed in the semi- 
prone position operation is not advisable. In those 
in which it is fixed in the prone position an operation 
may be undertaken to separate the upper ends of 
the radius and ulna; the forearm should then be 
put up in the mid-prone position in which the dis- 
ability is not so great. All operations on these 
cases are difficult because of the danger of injuring 
the posterior interosseous nerve. In fact, it is a 
question whether operation should be advised at 
all as the disability is usually very slight, the patient 
having adapted himself to the deformity. 

ApotpH Hartunc, M.D. 


Melville, S.: Some Points in the Diagnosis of 
Hilum Tuberculosis in the Adult by Means 
of the X-Rays. Arch. Radiol. & Electrotherapy, 
1921, xxvi, 178. 

There is great need for further investigation of 
the significance of abnormal shadows seen in the 
lungs and for their correlation with the clinical 
findings. 

In about 90 per cent of all autopsies there is evi- 
dence of thickening of the root tissues and the pres- 
ence of enlarged, and sometimes calcareous glands 
or peribronchial thickening. 

Radiographic evidence of obviously tuberculous 
adenitis of the mediastinal and bronchial glands is 
verv common in children. 

Chronic interstitial pneumonia results in the for- 
mation of a great deal of fibrous tissue around the 
bronchial tubes. 

Chronic bronchitis gives rise to an increase in the 
amount and density of the shadows of the bronchial 
tissue. 

In emphysema the shadow of the bronchial tree 
stands out in marked contrast to the surrounding 
hypertranslucent lung and consequently appears to 
be denser than normal. 

Hilum tuberculosis, therefore, cannot be included 
with any of these conditions, in all of which there is 
exaggeration not only of the hilum shadow but also 
of the peribronchial shadows. The only exceptions 
are direct hilum infection in children and certain 
cases of known tuberculous origin. 
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Hilum tuberculosis is a definite affection which 
is recognized by many able clinicians. Among the 
latter are Riviére and Beddard. It appears that 
Riviére bases his diagnosis on the symptoms, the 
presence of certain areas of paravertebral dullness. 
and the transverse narrowing of the apical expan 
sion, but chiefly the fact that the affection is 
bilateral. 

In the X-ray picture the cardiac shadow is gen 
erally small and vertical in position, the left border 
of the heart being internal to the root of the left 
lung and thus leaving the latter uncovered. The 
roots of both lungs show thickening and increased 
density, such thickening being of the soft or ‘‘ wool- 
lv” type or showing definite and discrete nodules 
(calcareous glands). Marked narrowing and les- 
sened expansion are noted at the apices of both 
lungs. It is to the latter point that particular atten- 
tion is directed. ApotpH HartuncG, M.D. 


Carman, R. D.: Primary Cancer of the Lung from 
the Roentgenological Viewpoint. Med. Clin. 
N. Am., 1921, V, 307. 

The author reports thirty-seven cases of primary 
cancer of the lung. In seventeen, the roentgeno- 
logical findings were verified by autopsy. Cancer 
was found in seven of ten cases in which biopsy 
was made. In the three others and in ten additional 
cases the diagnosis was supported by clinical and 
roentgenological evidence. Twenty-nine of the 
patients in this series were men and seven were 
women. The average age was 50 years. The young- 
est patient in whom the diagnosis was confirmed by 
autopsy was 17 years old. 

The cases are classified as lobar (14) and hilar 
(23). In twelve cases of lobar cancer the primary 
growth cast a massive shadow, and in six cases the 
larger shadow was associated with smaller shadows 
(metastatic areas). In seven cases the shadows were 
in an upper or middle lobe, and in five, in a lower 
lobe. In two cases small diffuse shadows in both 
lung fields showed the condition to be miliary in 
type. In seven cases of hilar cancer the margins 
were rounded and circumscribed, and in the remain- 
ing sixteen cases they were hazy or irregular with 
prong-like projections. 

The lobar shadow is often extensive and may in- 
volve more than one lobe. The shadows usually 
are markedly dense and homogeneous, though their 
peripheries may show a hazy thinning out. 

In both cases of the miliary variety the metastases 
were roentgenologically of the miliary type. In 
the absence of an extrathoracic primary growth it is 
best to assume that the innumerable small nodules 
are metastases from some undiscovered focus, either 
at the root or elsewhere in the lung. 

The clinical symptoms of primary cancer of the 
lung are not pathognomonic and the condition is 
often confounded with other lesions, especially with 
tuberculosis. The roentgen-ray signs, however, may 
be characteristic. The extensive and dense lobar 
shadow associated with smaller shadows of metas- 














tasis is pathognomonic. If the latter are not pres- 
ent, carcinoma may be only suspected. Its pres- 
ence should be considered also when a dense shadow, 
variable in size, with a convex outer border 
and with either smooth or irregular margins is seen 
at the hilus. Complicating factors, such as conges- 
tion, atelectasis, and effusion, often render the 
interpretation of the roentgenograms more difficult. 
Although cavities were found in the postmortem 
examination in three cases, they were filled with dé- 
bris and had not appeared as cavities on the plate. 
Except the type regarded as pathognomonic, all 
varieties of primary cancer of the lung require care- 
ful interpretation in the light of the clinical facts. 
CuHartes H. Heacock, M.D. 


Eusterman, G. B.: A Case of Delayed Postoperative 
Obstruction of the Proximal Loop of the Jeju- 
num from Adhesions, and a Description of the 
Attendant Phenomena Including Gastric 
Tetany: Discussion of the Discrepancy Be- 
tween Clinical and Roentgen-Ray Observa- 
tions on Motor Function. Med. Clin. N. Am., 
1921, V, 305. 

Eusterman reports two cases of unusual interest. 
The first was that of a woman, aged 31, who had 
delayed postoperative obstruction of the proximal 
loop of the jejunum due to adhesions and gastric 
tetany. Previous to the author’s study of the case 
a posterior gastrojejunostomy had been done else- 
where on a diagnosis made by a roentgenologist. 
Three months after the operation the symptoms of 
high intestinal obstruction developed. 

Examination at the Mayo Clinic elicited no 
ante-operative history suggesting ulcer, but rather 
that of a severe migraine of long standing. A 
moderate six-hour barium retention was present 
but the stoma could not be seen. There was no 
evidence of an ulcer either in the duodenal cap or 
the body of the stomach. Under further observa- 
tion in the hospital there was definite clinical evi- 
dence of low duodenal obstruction which was con- 
firmed by the motor test-meal, regurgitant vomiting, 
and visible gastric peristalsis. A second fluoro- 
scopic examination showed no sign of barium reten- 
tion and did not reveal the stoma. A severe attack 
of gastric tetany was precipitated, but subsided 
promptly under treatment. 

In summarizing, the author briefly discusses the 
following points of interest: 

1. The growing tendency among many surgeons 
to perform operations on insufficient evidence. 

2. The late postoperative development of severe 
symptoms of obstruction unlike the pre-operative 
complaint. In this case the ordinary test meal was 
a better criterion of motor derangement than the 
barium meal. This is not uncommon in the presence 
of marked hypersecretion or excess fluid. 

3. Inability of the radiologist to visualize the gas- 
tro-enterostomy opening. This may have been due 
to failure to perform the gastro-enterostomy, to in- 
termittent spastic closure, complete cicatricial con- 
traction of the stoma due to a gastrojejunal ulcer, 
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or to obstruction of the proximal or distal jejunal 
loop, which usually is the result of technical error. 

A diagnosis was made of non-ulcerative post- 
surgical obstruction at or just below the stoma, with 
gastrectasia. Operation revealed a dilated stomach, 
an open pylorus, no evidence of ulcer in either the 
stomach or duodenum, and a gastro-enterostomy 
opening admitting three fingers. The jejunum had 
been applied in the wrong direction and adhesions 
were producing marked angulation of the proximal 
loop. An entero-anastomosis was made and the 
patient recovered. 

The second case was that of a man, aged 49 years, 
who had a chronic penetrating gastric ulcer which 
apparently had developed after a successful gastro- 
jejunostomy five years previously for an obstructing 
duodenal ulcer involving the pylorus. The patient 
had enjoyed good health for three months after 
this operation. At the end of that time, following 
an attack of acute gastro-enteritis, progressive 
epigastric symptoms quite similar to those of his 
original trouble developed. One recent attack typi- 
cal of chronic gastric ulcer was quite severe and per- 
sisted continuously for three months. 

The principal findings on re-examination were an 
area of localized tenderness in the mid-epigastrium 
corresponding to the niche of a penetrating ulcer 
on the lesser curvature as seen with the fluoroscope. 
The stoma was functioning normally, at least two- 
thirds of the barium leaving by this route. A small 
six-hour barium retention was recorded. Gastric 
analysis showed no free hydrochloric acid, no gross 
food residue, bile ++, occult blood, and a total 
filtrate of 30 c.cm. Observation for ten days at the 
hospital confirmed the patient’s statements with 
regard to the severity, the time of appearance, and 
the mode of control of the pain. On repeated aspira- 
tion during the height of his discomfort the gastric 
contents rarely exceeded 50 c.cm.; food residues 
were absent four hours after alimentation, and 
achlorhydria was constant. However, simple as- 
piration, emesis, eating, or alkalies gave consistent 
relief. On the basis of kymographic tracings made 
during a typical period of trouble it seemed reason- 
able to conclude that the pain was peristaltic in 
nature. ; 

The second laparotomy revealed above the pylo- 
rus a large benign chronic ulcer 5 cm. in diameter. 
This was excised. The original ulcer was found 
to be healed, and the stoma was healthy and patent. 
The patient’s convalescence was uneventful. 

This case was of interest because of the apparent 
occurrence of a new gastric ulcer in the presence of a 
normally functioning gastro-enterostomy in addi- 
tion to achlorhydria, and because of the typical 
syndrome of a benign ulcer in the persistent absence 
of free hydrochloric acid. The author cites previous 
cases of a similar nature and discusses in detail the 
causative factors giving rise to recurrence of ulcer 
after gastro-enterostomy and the various factors 
which may give rise to anacidity in the presence of a 
benign ulcer. 
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2ayne, R. A., and Trahar, F C.: Developmental 
Rests in the Cecum and Ascending Colon and 
Their Roentgen-Ray Diagnosis. 211. J. Rocil- 
genol., 1921, N.S. Vill, 643. 


The authors make no claim for originality but 
desire to emphasize the importance of roentgen-ra\ 
methods in the diagnosis of conditions already well 
known to anatomists and surgeons. With regard 
to the changes of the cacum and colon in fectal life 
they accept the theory of Harvey, which was based 
on that of Connell. Four main subdivisions are 
made, namely: migration, rotation, descent, and 
fixation. Abnormalities in any of these develop- 
mental changes are described under the headings 
“deficient”? and ‘“‘excessive.”” The various phases 
of changed positions and relations of the cecum and 
adjacent structures in foetal life are reviewed. 

Descriptions and_ illustrations of the normal 
descent and fusion in sthenic and asthenic individ 
uals and of excessive descent of the cacum are 
presented. The roentgen-ray evidence of deficiency 
in fusion must be in terms of the motility of the 
parts. Cases of abnormal motility of the caecum 
and of fixed cecum and mobile hepatic angle are 
illustrated. The resultant pathology is of the nature 
of a drag on the attachments causing impairment of 
function in bowel clearing. Frequently there is 
associated band formation from either foetal rem- 
nants or irritative substances passing through the 
bowel wall. Abnormalities of the appendix, such as 
retrocecal location, are commonly associated with 
an anomalous position of the cecum, but may occur 
even if the cecum is normal. 

In cases of non-descent, the cecum is found lying 
well up under the right lobe of the liver, and if rota- 
tion has not occurred the ileum enters it from above 
and to the right. Two such cases are cited. In 
cases of deficient migration, non-fusion, and non- 
rotation, the caecum is found hanging on the 
left side from the splenic angle, the loops of ileum 
lying to the right and the ileocecal valve being on 
the right side. Four such cases are described. 

Other cases of various types have been noted. 
The information to be derived from the roentgen 
examination may be of the utmost importance to 
the surgeon when corrective measures are indicated 
by symptoms due to abnormal functioning secon- 
dary to changed positions or other causes. 


Apotpu Hartunc, M.D. 


Tyler, A. F.: Recent Developments in Deep Ther- 
apy Technique Facts and Fancies. J. Radio/., 
1921, I, 24. 

The types of cases suitable for radiotherapy are 
divided by the author into three main classes: (1) 
those in which radiotherapy is preferable, including 
epithelioma of the face and lip and certain types of 
mouth cancer, cancer of the cervix, and lymphosar- 
coma; (2) cases in which radiotherapy is optional, 
such as cancer of the tongue, cancer of the penis, 
and cancer of the breast; and (3) cases in which 
radiotherapy is the last resort, viz., all inoperable 









cases of malignancy. There should be pre-operative 
treatment in all cases of malignancy and postopera 
tive treatment in all cases. 

As regards technique, stress is laid upon the us 
of high-voltage currents for the production of roent 
gen rays and on heavy filtration. For the past seven 
years not less than a ro-in. spark gap and a 6 mm 
aluminum filter have been used. Relative to th: 
advance in deep therapy, Tyler states that credit 
should be given the Germans for devising an ioniza 
tion chamber to be used within cavities which per 
mits actual measurement of dosages at a distanc 
from the surface. The Germans have emphasized 
the importance of the fact that cancer cells are more 
susceptible to single massive doses than to repeated 
Another advantage in the technique advo 
cated by German clinicians is the use of a greater 
anode skin distance. With this, a greater volum« 
of roentgen rays may be delivered to deep tissues 
with less skin reaction. The duration of the treat- 
ment must necessarily be lengthened to compensate 
for the added distance. When the anode skin 
distance is increased a larger port of entry may bi 
employed and the secondary rays generating in the 
tissues themselves will be considerably greater than 
when the port of entry is smaller and the distance 
is closer. 

The filter employed in the German technique is 
not less than '2 mm. of pure copper. This has the 
same filtering quality as 12 mm. of aluminum and 
very materially cuts down the number of rays reach 
ing the part treated unless the voltage is increased 
accordingly. Theoretically, the Germans aimed to 
do this; actually, however, some of the apparatus 
they are using does not furnish the required higher 
voltage. 

The difference in the quantity of rays passing to 
the tumor through 6 mm. of aluminum filter and 
the quantity passing through 14 mm. copper filter 
accounts for a considerable amount of the difference 
in the time factor employed by the Germans as com 
pared with that employed in America. Another 
factor entering into this element is that in America 
it is the common custom to employ 5 ma. of current 
in the tube while the Germans usually employ only 
1 or 2 ma. 

The points in the report of the German technique 
which have been misleading are those dealing with 
the enormous voltage and the amount of dosage 
employed. In America, the root mean square voltage 
is used in estimating the voltage passing between 
two points. In Germany, the peak voltage method 
of measurement is used. Consequently the German 
clinical technique employs no higher voltage than 
that which some American radiologists have been 
using for a number of vears. 

In conclusion the author states that if increased 
filtration is used, higher voltages will be necessary 
to produce shorter wave lengths with greater pene- 
tration. The massive or lethal dose should be 
spread over a period of two or three days and the 
patient given proper preliminary and _ after-care. 


doses. 




















fhe treatment is essentially a hospital procedure. 
Its chief value would appear to be for malignancy 
involving the pelvic viscera and in deeper struc- 
tures of the trunk of the body. 

Apoteu Hartunc, M.D. 


Allison, R. G., Beard, A. H., and McKinley, G. A.: 
X-Ray Treatment of Toxic Goiter. Am. J. 
Roentgenol., 1921, n.s. viii, 635. 

The material on which this study is based includes 
hospital, dispensary, and private-practice cases of 
hyperthyroidism. No attempt at selection was 
made but they are divided into three groups. The 
first group included cases of toxic goiter with and 
without exophthalmos varying from mild to severe. 
The second group consisted of six postoperative 
cases of exophthalmic goiter. In the third group 
were three cases of thyrotoxic adenoma given 
roentgen-ray treatment; these are reported for what- 
ever value they may have. The patients led their 
usual lives and no other coincident treatment was 
carried on. The estimation of the activity of the 
thyroid gland was based on the metabolic rate and 
the clinical signs and symptoms such as the pulse 
rate, the character of the gland, the eye signs, tre- 
mor, and nervousness. The metabolic rate was 
determined at intervals during the treatment, and 
in all cases the last rate was recorded and checked 
from three to six weeks after the last treatment. 

All of the cases were treated with a standard dos- 
age at three-week intervals. The radiation con- 
sisted of 30 milliampere-minutes of ray filtered 
through 4 mm. of aluminum and one thickness of 
sole leather. The target-skin distance was 8 in., 
and the voltage was equal to an 8-in. spark gap 
measured between blunt points. Three portals of 
entry were used, one over each lobe of the thyroid 
and one over the thymus. If marked improvement 
was not noted at the completion of the fourth treat- 
ment the dosage was increased to 34 milliampere 
minutes, the other factors being kept constant. 

A tabulated abstract of the cases gives the symp- 
toms before treatment, the duration and number of 
the treatments, the general effect of the treatments 
ind their effect upon the basal metabolism, the 
pulse, the tremor, the eye signs, and the thyroid 
gland. The authors’ findings are summarized as 
follows: 

1. Of twenty-seven patients with uncomplicated 
Graves’ disease who were subjected to roentgen-ray 
treatment but were not operated upon, twenty-four 
are well from both the clinical and the laboratory 
standpoint. The treatment has been complete for 
nearly eight months. The remaining three patients 
came to operation. Of these three, one was defi- 
nitely benefited before operation and the two others 
were normal a few months after operation. Of six 
patients with postoperative hyperthyroidism which 
had relapsed, one showed a definite cure. The 
other five were not benefited. Of three patients 
with thyrotoxic adenoma none showed any response 
to roentgen-ray therapy. 
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2. The only patient of the series who was oper- 
ated upon during an increasing basal metabolic rate 
died an operative death. 

3. The results obtained in the earlier cases might 
have been obtained more quickly if more intensive 
treatment had been given. 

4. No poor results or complications which could 
be attributed to the treatment occurred in any of 
the series. 

5. Experience with the treatment described 
demonstrates that satisfactory results can be ob- 
tained only with the closest possible co-operation 
between the clinician and roentgen therapist. 

ApotreH Hartunc, M.D. 


Thompson, H. B.: The Treatment of Leukzmia. 
Am. J. Roentgenol., 1921, n.s. viii, 629. 


For practical purposes the author prefers the 
original textbook classification of leukaemias into the 
myelogenous and lymphatic types to some of the 
present-day classifications which include, in addi- 
tion, Hodgkin’s disease, aleukamias, subleukamias, 
myeloses and lymphoses, chloromata, lymphomata, 
granulomata, sarcomata, and primary anamias. 
He recognizes the existence of mixed types but 
would assign the cases to the groups to which their 
predominating characteristics belong. 

Among the therapeutic measures used in the 
treatment, benzol is mentioned but its use is not 
advocated. Splenectomy is still in the experimental 
stage. Radiotherapy offers the most promising 
results even though the improvement is only tem- 
porary. Roentgen-ray treatment is preferable to 
radium treatment. It makes very little difference 
where the radiation is applied, but the effect is 
apparently proportional to the amount of blood 
radiated. Nearly always in the true leukamias 
the white cells show a greater decrease and there 
is an increased toxemia when treatment is given 
over blood-filled organs such as the spleen and 
liver than when it is given over the long bones. 

The case must be watched carefully during the 
treatment for signs of increased toxemia, and the 
amount of treatment gauged accordingly. One can 
usually count on an improvement of the blood pic- 
ture for a considerable time after the treatment has 
been stopped, and for this reason it is not advisable 
to bring the blood count below 15,000 to 25,000, 
depending on the rapidity with which it is falling 
when the treatment is stopped. After the blood has 
reached a practically normal white count there is 
still a great deal that can be done to benefit the 
patient. The erythrocyte count and the haemoglo- 
bin content of the blood are usually low. These 
must be built up by rest, good food, tonics, and the 
administration of iron by mouth, hypodermic- 
ally, or by transfusion. 

The author uses a full 8-in. spark gap between 
ball points with a 4-mm. aluminum filter and sole 
leather, and usually gives a 5 to 10 X dose daily, 
applying it to a different area each day and treat- 
ing up one side of the body and down the other. 
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If there is too much toxemia the treatment is given 
every other day. The initial course is continued 
until the white count is nearly normal. Regular 
blood counts are made thereafter and another series 
of treatments is given as indicated by the blood 
picture and the patient’s general condition. 

Two cases of myelogenous leukemia which came 
under the author’s care within the last year are 
reported in detail. Apotew Hartune, M.D. 


Failla, G.: Dosage in Radium Therapy. Am. J. 


Roentgenol., 1921, viii, 674. 

Dosage is better estimated by the amount of rad- 
iation absorbed by the tissues than by the amount 
emitted by the radio-active source. The measure- 
ment of such absorptions in calories is suggested. 
The law of conservation of energy obtains in the 
human body as elsewhere. 

One gram of radium emits 134 calories per hour. 
Alpha rays give off 92 per cent; beta rays, 3.2 per 
cent; and gamma rays, 4.8 per cent. Since alpha 
rays never leave the container, only 8 per cent at 
best are available for treatment. When penetrating 
gamma rays are used, only 3 per cent of the total 
energy is available. 

Whatever action there is in the tissues is due to 
the energy absorbed by the tissues. While our 
knowledge regarding the action of radium on cells 
is slight, it is known that this action is atomic. 
Atoms of the absorbing material are ionized. Ioniz- 
ation requires energy; as the radiation supplies this 
energy it loses by the action. lonization makes pos- 
sible chemical reactions which would not occur spon- 
taneously. The author presents evidence of these 
reactions. On this basis a working hypothesis of the 
effect of radiation on living tissue is divided into 
three stages: (1) ionization at the time of radiation, 
(2) unusual chemical reactions due to the presence 
of ions, (3) disturbance of the equilibrium of the 
cells and the production of changes. 

The author believes the therapeutic effect is due 
to a large extent to ionization. The amount of ab- 
sorbed radiation is therefore a good basis for the 
specification of dosage as ionization depends on 
this absorption. The intensity of radiation, that 
is, the total amount of energy absorbed by a given 
tissue volume per hour, must be reckoned with, 
as time and space have a considerable effect on 
the reaction of the irradiated tissues. A statement 
of the milligram-hour dosage is indicative of the 
amount of energy emitted but not of the amount 
actually reaching the diseased tissue, which frac- 
tional amount varies greatly with the method and 
conditions of the application. The author discusses 
briefly the reasons why an accurate method of 
estimating dosage is necessary for efficient clinical 
results. Whatever method is adopted it must be of 
practical clinical value and be based on the following 
data: 

1. Clinical history: the history of the lesion, the 
diagnosis, the location and size of the lesion, the 
extent of infiltration, etc. 





INTERNATIONAL ABSTRACT OF SURGERY 





2. Physical conditions of treatment: (1) the 
strength of the radio-active source, (2) its distribu- 
tion, (3) total filtration used, (4) duration of irra- 
diation, (5) relative positions of the radio-active 
source, pathologic tissue, and normal tissue. 

The method of calculating the amount of energy 
absorbed is carefully worked out. It shows that an 
applicator composed of a tube containing 199 mc. 
of emanation, 14 mm. long, 9.5 mm. in diameter, 
with filtration of 2 mm. brass and 3 mm. rubber and 
a time exposure of 8.6 hours at a distance of 2 cm. 
from the skin will cause the absorption of 415 micro- 
calories of energy by an area of the skin directly 
below the applicator measuring 1 cm. by 1 cm. by 
Imm. 

Skin doses for several standard applicators have 
been worked out and the results are given in tables. 
Their erythema effects are shown to be fairly pro- 
portional to the author’s calculation of calorie ab- 
sorption. The equivalent of 2 mm. brass filtration 
results in the absorption of the radiation by the 
skin exponentially. A decrease in radiation with 
distance has also been determined. With various 
applicators of the same filtration the results as re- 
gards erythema in a large number of cases have 
adhered closely to the calculations, but the author 
does not have the necessary data to calculate the 
absorbed radiation with different filtrations. Much 
experimental work must be done to arrive at these 
calculations. Consequently Failla cannot state 
with certainty that the physiological effect depends 
on the amount of radiation absorbed by the tissue 
regardless of the quality of the radiation reaching 
the tissues. However, there is evidence to support 
this view. When this problem is solved a rational] 
system of dosage of general applicability will be 
found. The author discusses various previously 
offered methods of dosage. Ultimately dosage de- 
pends on physical measurements. 

The biological effect, e.g., skin erythema, cannot 
be used as a quantitative measure of irradiation. 
Comparison, however, is possible as it is known that 
a reduction of 20 to 25 per cent from the dose caus- 
ing distinct reddening will produce no visible re- 
action. The average skin dose can be determined by 
observing a large number of cases. 

Failla shows by a table that the ordinary method 
of expressing dosage by milligram hours which is in 
general use in this country permits a twenty-two 
fold variation in the milligram hours with a fairly 
equal skin dosage as reckoned by calories absorbed 
by the skin. With buried needles or emanation the 
variation would be many times greater. The influ- 
ence of intensity as expressed by the number of 
microcalories per hour absorbed cannot be stated 
but certainly must be taken into account. 

The decay constant of emanation per hour and 
tables for estimating the millicurie-hour dosage ot 
any applicator are given. Another table shows the 
relative dosage of radiation reaching various depths 
for various special applicators. 

A.J. Larkin, M.D. 


























Bowing, H. H.: Hodgkin’s Disease Treated by 
Radium and the X-Ray: Report of Four Cases. 
Surg. Clin. N. Am., 1921, i, 1327. 

Case 87394. Mrs. W. A. B., aged 40 years, came 
to the Mayo Clinic September 9, 1919, with en- 
larged axillary and supraclavicular glands following 
influenza. She had fever, night sweats, dyspnoea, 
increasing mediastinal dullness, and dullness at the 
base of the left lung. Examination of the blood 
showed a slight secondary anemia and leucocytosis 
with 90 per cent polymorphonuclears. Roentgeno- 
grams revealed a mediastinal tumor and fluid at the 
left base. Section of a gland showed Hodgkin’s dis- 
ease. Sixty-three hundred milligram-hours of rad- 
ium and deep roentgen-ray therapy were given over 
the involved areas. 

November 5, 1919, there had been marked im- 
provement. Twenty-six hundred miligram-hours 
of radium and deep roentgen-ray therapy were given 
as before. 

March 5, 1920, the patient’s condition was fair; 
1,000 mg.-hrs. of radium treatment were delivered 
to the right cervical area. Deep roentgen-ray ther- 
apy was applied to the anterior and posterior chest 
walls and the right and left groins. 

June 18, the condition of the patient was fair; 
2,500 mg.-hrs. of radium treatment were delivered 
and deep roentgen-ray therapy was applied as before. 
January 12, 1921, there was a slight increase in the 
glandular enlargement; 1,600 mg.-hrs. of radium 
and deep roentgen-ray therapy were again given. 

March 21, 3,700 mg.-hrs. of radium and deep 
roentgen-ray therapy were given. 

April 12, the glands were decreased in size and the 
patient’s condition was muchimproved. Deep roent- 
gen-ray therapy was applied to the anterior and 
— chest wall, to the abdomen, and to the 

ack. 

Case 317905. Mrs. G. G., aged 28 years, came 
to the Clinic June 1, 1920, for multiple tumors of the 
head and neck which recurred after excision. Forty 
roentgen-ray treatments and twenty short radium 
treatments were given from September to Decem- 
ber and were followed by much relief. The patient’s 
face and feet had been swollen fora year. She had 
a cough and pain in the chest, and some of the 
glands broke down. The urine showed albumin, 
but examination of the blood and roentgenograms 
of the chest were essentially negative. 

July 5, 1920, both cervical regions were given 
9,700 mg.-hrs. of radium treatment. 

September 1, the left cervical area was given 3,700 
mg.-hrs. of radium treatment. 

November 8, the patient returned in good condi- 
tion but with the cervical glands possibly slightly 
larger. There was an apparently normal six months 
pregnancy. 

Case 327080. Miss I. H., aged 22 years, came to 
the Clinic in July, 1920, complaining of attacks of 
knife-like pain in the back at times radiating to the 
chest and abdomen, enlargement of the cervical 
glands, and a productive cough, but no fever or 
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night sweats. She had a secondary anemia and a 
slight leucocytosis, but other tests were essentially 
negative. Roentgenograms of the chest showed ir- 
regular consolidation and glands in the right middle 
lobe. 

August 4, 3,650 mg.-hrs. of radium treatment 
were given in the supraclavicular and axillary re- 
gions. 

September 27, 5,600 mg.-hrs. of radium treatment 
were given. 

March 10, after an increase in symptoms, 1,400 
mg.-hrs. of radium and deep roentgen-ray therapy 
were applied. 

April 13, the patient felt improved. The glands 
were smaller and the physical examination of the 
chest was negative. She was given roentgen-ray 
treatment but no radium. 

Case 319178. Miss J. P., aged 27 years, came to 
the Clinic June 9, 1920, complaining of enlarged 
glands, cough, fever, loss of weight, and general 
pruritis. In June the left posterior triangle was dis- 
sected out and a pathologic diagnosis of Hodgkin’s 
disease was made. Deep roentgen-ray therapy was 
given. 

In July the patient was again given roentgen-ray 
and radium treatment, and in October tonsillectomy 
was done. 

In May, 1921, the patient was very dyspneeic, with 
a large mediastinal mass and fluid at both bases. 
Deep roentgen-ray therapy was given to the involved 
areas. C. E. Jameson, M.D. 


Blaisdell, J. H.: Squamous-Cell Carcinoma of the 
Antrum; Report of a Case Treated with 
Radium Alone That Is Free From Recurrence 
Twenty-Two Months After the Application. 
Boston M. & S. J., 1921, clxxxv, 570. 


The use of radium has materially improved the 
prognosis in cases of squamous-cel]l carcinoma of 
the antrum. Prior to its employment the very 
great majority of cases ended fatally in a compara- 
tively short time. The author reviews the results 
of surgery as reported by Davis of the Charing 
Cross Hospital of London. Of nineteen cases, only 
three remained free from recurrence for a period of 
twelve months to two years. The results of a com- 
bination treatment with the actual cautery and 
radium reported by New of the Mayo Clinic are 
somewhat more favorable. 

Blaisdell gives in detail the history of a case of 
his own treated with radium alone which is still 
free from recurrence twenty-two months after the 
last application. Fifty milligrams of radium ele- 
ment screened with 0.5 mm. of silver and 1.0 mm. 
of brass were inserted directly into the antrum 
through an opening in the canine fossa and left in 
place for twenty-four hours. This was repeated 
after about a month. After the second treatment 
there was marked necrosis resulting in sloughing 
away of the hard palate up to the median line and 
the alveolar processes. The patient suffered a great 
deal for about three months but at the end of that 
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time a large mass of sequestrum came away and he 
began to improve. The final result was complete 
removal of the antrum and its surrounding struc- 
tures from the mouth to the orbit. The normal 
tissue healed readily and no further treatment or 
procedure was necessary. Within a comparatively 
few weeks the patient was back at his work and 
felt as vigorous as ever. Aportpu Hartunc, M.D 


LEGAL MEDICINE 


Construction of Contract Between Physicians. 
Stale ex rel. Youngman vs. Calhoun, Circuit Judge 
(Mo.), 231 S. W. R., p. 647. 


Certain property which was used both for his 
residence and for his office by the relator, a physi- 
cian, was sold and conveyed by him and his wife 
to another physician with the agreement included 
in and as a part of the contract of sale that the 
owner would not establish himself as a practicing 
physician and surgeon within a radius of five miles 
of the premises after December 1, 1919, for a period 
of five years. Subsequently the relator opened an 
office and began making calls within the prohibited 
district, whereupon the other physician brought 
suit to enjoin him from maintaining the office and 
from practicing medicine and surgery in any manner 
with any former patients or any other persons 
living within the prohibited district. 

After that, suit was filed, but prior to the hearing 
therein, the relator, admitting that his new location 
was within the prohibited district, closed his office 
there and made a tender of all fees he earned at the 
office, as well as the costs of the suit. On final hear- 
ing he was enjoined from making calls within the 
district or treating patients or residents of the 
district who might call at his new office which had 
been established outside the district. Thereupon 
the relator filed this application for a writ of pro- 
hibition against the judge, and one was issued, 
which was finally made permanent, prohibiting the 
judge from in any way undertaking to enforce 
against the petitioner the judgment or decree 
rendered by the respondent except so far as it 
enjoined the relator from opening or establishing 
an office for the practice of medicine or surgery 
within a radius of five miles of the property sold, 
for a period of five years from December 1, 1919. 

After mature reflection the court stated that no 
other view could be taken than that the parties to 
the contract intended thereby that the relator 
should not maintain an office for the practice of 
medicine or surgery within the prescribed district, 
and nothing more. The court could not read the 
language of this agreement as intending to mean 
that he was not at any time within five years to call 
on or prescribe for any person living within a radius 
of five miles of his former home. Wherefore the 
court concluded it clear that the decree entered by 
the respondent, so far as it restrained and enjoined 
the relator in his practice of medicine and surgery 
from making calls within said prescribed district 
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or treating patients living within said district or 
treating former patients or residents of such dis- 
trict who might call at his office after it was estab- 
lished outside the said district, went beyond the 
terms of the contract and was to that extent in 
excess of the jurisdiction of the respondent. 

J. A. CASTAGNINO, 


Cannot Require Submission to Major Operation 
or One For Hernia. Henley vs. Oklahoma Union 
Ry. Co. et al. (Okla.), 197 Pac. R., p. 488. 


The Supreme Court of Oklahoma stated that it is 
apparent that the state industrial commission mis- 
construed the provisions of the workmen’s com- 
pensation law of Oklahoma in that it had exercised 
jurisdiction to order the claimant in this case, who 
developed a hernia as a result of an accident occur- 
ring in the course of his employment, to submit to a 
major operation under penalty of forfeiting his 
right to compensation in case of his failure to com- 
ply. The law provides for the injured employee 
proper medical and surgical treatment at the expense 
of the employer, and the treatment provided for is 
in addition to the compensation provided for during 
disability. Nowhere, however, is the commission 
authorized to require the injured employee to sub- 
mit to a serious operation involving risk of life, 
however slight, in order that the pecuniary obliga- 
tion created by the law in his favor may be mini- 
mized. 

The award presupposed that the operation would 
be successful and that the claimant would be cured. 
That was in excess of the commission’s authority. 
The respondents contended that an operation for 
hernia is not regarded as a dangerous or serious 
operation, but is a comparatively slight inconven- 
ience and results in a permanent cure. The record 
did not disclose the kind of hernia the claimant had, 
but the court did not agree with the contention that 
an ordinary operation for hernia is to be regarded 
as a slight inconvenience and as a minor operation. 
Ordinary hernia requires the administration of an 
anesthetic and an incision of the abdominal wall, 
and in some instances proves fatal. The rule appears 
to be supported by the overwhelming weight of 
authority that no man shall be compelled to take 
a risk of death, however slight, in order that the 
pecuniary obligation created by law in his favor 
against his employer may be minimized. 

J. A. CASTAGNINO. 


Tuckerman, J. E.: Medical and Medical-Defense 
Aspects of Fractures. Ohio State M.J., 1921, xvii, 
735- 

Fractures occasion one-half the suits against 
physicians. Therefore detailed records are exceed- 
ingly important and should give: the patient’s pre- 
vious health and economic status; the manner in 
which the accident happened; the patient’s state- 
ment; the nature and extent of the injury; the 
operative procedures undertaken, including the 
names of those present; the progress of the case 




















in detail; and, in ambulatory cases, the exact dates 
of appointments and whether or not they were kept. 

The mental attitude of the patient often reveals 
whether or not a suit is impending. Unfortunately 
it is true that charity patients or those misrepresent- 
ing their economic status are often induced to en- 
ter suit in the hope of gain. 

Fractures usually occur as an incident in some 
active pursuit, and the individuals are in normal 
health. Hence no special attention is given to their 
general condition other than the following out of 
recognized hygienic rules. 

Because of their importance as regards the prog- 
nosis and treatment of the fracture, the physician 
must keep in mind rickets, osteomalacia, osteomyeli- 
tis, tertiary lues, tuberculosis, and metastatic and 
primary malignant growths. 

Pressure sores occur in the aged, the diabetic, and 
those with trophic disturbances. The necessity of 
applying splints in such a manner as to prevent 
necrosis is well recognized. 

Delay in union resulting from lues demands specif- 
ic treatment. If union has failed because of too 
great fixation, mechanical stimulation should be 
considered. An operation for slow repair, fibrous 
union, or even non-union is inadvisable. 

Prolonged inactivity is serious for the aged be- 
cause of the frequency of hypostatic pneumonia. 
Even in young persons pneumonia may become a 
complication. The alcohol addict is prone to 
pneumonia. Impairment of motion is not always 
due to changes in the joints, but may occur because 
of injury to either nerves or muscles or their involve- 
ment by callus. The possibility of tetanus must 
ever be borne in mind. Pain does not continue if 
the fragments remain in proper apposition. Com- 
plaint is often made of pain in the muscles similar 
to that called lumbago. Usually there is a history 
of a recent cold or sore throat. The question of 
focal infection and syphilis must be considered. 
Not all injuries resulting in fractures are immedi- 
ately accompanied by loss of function. 

The public has been taught to believe in the abso- 
lute finality of radiography. The value of the radio- 
graph as an aid in the diagnosis cannot be ignored. 
As a matter of record, even when there is no uncer- 
tainty as to the nature of the fracture, a radiograph 
should be taken before and after reduction. The 
patient who states he cannot afford a radiograph is 
the very one for whom a radiograph should be made. 

Restoration of function is a special problem. 
Much can be done to control excessive callus forma- 
tion in the neighborhood of joints. Inthe restoration 
of function there is a very definite field for the use of 
active and passive motion, massage, and heat. 

Joun Mirtcue tt, M.D. 


Eastman, L. E.: Legal Phases in Relation to Lia- 
bility for Malpractice, with Special Reference 
to Fractures. Ohio State M. J., 1921, xvii, 739. 


Malpractice is defined in Craig vs. Chambers, 17 
Ohio State Report 253, as follows: 
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“The implied liability of a surgeon retained to 
treat a case professionally extends no further in the 
absence of a special agreement than that he will 
indemnify his patient against injurious consequences 
resulting from his want of a proper degree of skill, 
care, or diligence in the execution of his employment 

. By accepting the retainer the sur- 
geon bound himself to bring to the performance of 
his undertaking a reasonable degree of care and 
skill, but in the absence of a special agreement to 
do so he did not undertake to perform a cure; nor 
can negligence be implied from the failure of the 
defendant to effect a cure. Such failure may have 
arisen from the age and constitution of the patient, 
or from the inherent difficulties growing out of the 
nature of the injury which may have been such as 
to baffle the highest degree of skill and care.” 

In the much quoted case of Gillette vs. Tucker, 67 
Ohio State Report 106, the statement of the Court 
was as follows: 

“The engagement was such that the law implies 
a promise on the part of the surgeon that for the 
operation and subsequent necessary treatment he 
would use due care and diligence to the end that a 
recovery might be had. This obligation arose in the 
contract of employment and as a matter of law, 
and the obligation existed as long as the relation of 
patient and physician and surgeon continued. In 
the engagement the surgeon assumed to exercise 
the ordinary care and skill of his profession in the 
light of the modern advancements and learnings on 
the subject, and became liable for the injuries result- 
ing from his failure to do so. 

“This degree of skill and care is to be exercised 
not only in performing the operation but also in the 
subsequent necessary treatment following such op- 
eration, unless the terms of employment otherwise 
limit the service or the patient gives the surgeon 
notice that he will not or cannot afford the subse- 
quent treatment.” 

As to diagnosis, it has been held that the doctor is 
liable if he fails to ascertain the nature of the injury 
or ailment from which the patient suffers. If he 
makes a mistake in his diagnosis and this mistake is 
occasioned by his failure to use proper methods and 
proper care, he is liable for injuries which may result. 
The test is applied under the conditions that exist at 
the time the doctor is called, the opportunity he has 
to make the diagnosis, the condition of the patient, 
and all the surrounding circumstances. 

A mistake in diagnosis is not ground for malprac- 
tice unless it is followed by wrong treatment. The 
physician is required to follow the approved method 
of treatment, and that approved method must be 
the up-to-date method. If he experiments, he does 
so at his own risk. 

The ordinary practitioner is not held to the same 
degree of skill as a specialist but is required to exer- 
cise the degree of skill and care exercised by the 
members of his profession in the same or a similar 
locality in the light of the present state of medical 
science. 
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ILLUSTRATIVE CASES 


A boy had his foot run over by a truck. The 
doctor found a laceration on the under-side which 
he cleansed, treated, and bound up. The foot did 
not improve. The father then employed another 
physician. The second physician examined the foot 
with the X-ray and discovered a fracture of one of 
the bones. In discussing this case Eastman states 
that when there is an opportunity to make an X-ray 
examination in the treatment of an injury suggesting 
a fracture, the failure to do so is malpractice of itself. 

A young bank clerk who was suffering with pain 
in his arms, wrists, and hips was given treatment 
for articular rheumatism. This was followed by 
immediate improvement. After a week or ten days 
the patient insisted upon going to a dance against 
the physician’s orders. Subsequently his condition 
became worse. The physician was then called to task 
by the boy’s parents because they charged he had 
not treated the case properly and had not given the 
boy proper instructions. He then left the case, and 
a short time afterward learned that a chiropractor 
had been engaged. The malpractice suit followed. 
The claim in the suit was that the physician had 
failed to diagnose a fracture of the neck of the femur. 
He had been very careful, however, to inquire of 
the young man whether he had had any injury to 
his hip, which seemed to be the seat of the trouble, 
and was told that he had not. A fracture was 
revealed by the X-ray. During the pendency of the 
case the patient died of pulmonary tuberculosis 
and tuberculous peritonitis. Eastman’s comment 


with regard to this case is that if the physician had 


had a roentgenogram made as soon as he was called 
on the case, such a claim would have been impossible 
and he could have saved himself the unpleasant ex- 
perience of being sued. 


APPROVED METHODS OF TREATMENT 


When there are two or more approved methods of 
treatment the doctor is required only to exercise 
his best judgment in selecting which of them it is 
best to follow. A case in Cincinnati, Moehleman vs. 
Ransohoff, is in point. The injury involved was a 
compound fracture of the humerus. It appeared 
from the evidence that this was a very obstinate case 
and that the doctor had used the proper care and 
skill in making his diagnosis and in attempting to 
reduce the fracture. He had attempted to hold the 
parts in place by the use of plates. The testimony 
of the experts showed there was a difference in 
opinion as to the course to pursue, one course being 
as much approved as the other. The court directed 
a verdict for the defendant on the ground that the 
doctor was not liable when he selected one of two or 
more approved courses of treatment. 


CONSIDERATION OF NEGLECT 
It has been held that a doctor is not required to 
accept a case unless he so desires, even though he 
may be the only physician available. He has the 
right to refuse, but if he assumes the case and the 
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patient is relying upon him, he cannot abandon it 
without good reason and proper notice to the 
patient. A physician responding to the call of a 
patient thereby, in the absence of a special agree- 
ment, becomes engaged to conduct the case as 
long as it requires attention unless he gives notice 
to the contrary or is discharged by the patient. 
But when a patient goes to the office of the physi- 
cian, from whom he receives proper treatment, and 
then fails to return for further treatment, he has 
no right of action against the physician because of 
subsequent suffering. 

A physician is not chargeable with neglect on 
account of the intervals elapsing between his visits 
when the injury requires no attention during those 
intervals, but he is negligent when attention is 
required. He is permitted to leave his practice 
temporarily if he makes provision with a competent 
physician for attendance upon his patients, but a 
physician who leaves his patient at the critical stage 
of a disease without reason or sufficient notice to 
enable the patient to procure another medical atten- 
dant is guilty of dereliction of duty and is liable. 

A physician has been held liable also to respond 
in damages for failing to attend a patient when he 
was at the time engaged in a confinement case which 
he had previously assumed. The doctrine on which 
the decision was based was that the doctor himself 
contracted the obligation, and that if he contracted 
a greater number of obligations than he could meet 
it was his own loss. 

Performing an operation without the consent of a 
patient, except in very exceptional cases when the 
patient is unconscious or in a similar emergency, is 
ground for malpractice. A case went to the Supreme 
Court, Wells vs. Van Nort, in which the surgeon 
operated upon a woman for appendicitis. She and 
her husband had both consented to the operation. 
The surgeon informed the husband after the opera- 
tion that he had found the fallopian tubes infected 
and had removed them. He said, “I could have 
treated them in four or five months, but she is better 
off without them.”” The Supreme Court held that 
this condition was not an emergency justifying the 
removal of the tubes and that the surgeon was liable. 


INSTRUCTIONS TO PATIENTS 

In taking charge of a case it is the duty of a physi- 
cian or surgeon to give his patient all necessary 
and proper instructions as to what care and attention 
he should have in his absence. For failure to dis- 
charge his duty in this respect he may be liable in 
damages. If some method can be devised whereby 
we could have positive and definite evidence as to 
what instructions were given, it would be of great 
value. It is suggested that the instructions neces- 
sary be written out on a printed form and that a car- 
bon copy be retained by the doctor. Very often 
the issue as to just what instructions were or were 
not given is sharply defined and is resolved into a 
question of veracity between the doctor and the 
patient who is often corroborated by others. 
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LIABILITY FOR ASSISTANTS 


Our Supreme Court has held emphatically that 
the surgeon cannot escape liability by claiming that 
it was the duty of the nurse to count the sponges, 
the use of sponges being just as much a part of the 
operation as the use of a knife or other instrument. 
A doctor is not liable, however, for the acts of an 
intern in the treatment or dressing of a case in his 
absence or when the intern is not under his direct 
supervision, but he is liable for the acts of his assist- 
ant. If he employs another surgeon to perform an 
operation, both he and the operator are jointly 
liable for negligence as long as they are jointly 
engaged. He therefore must use due care in select- 
ing his assistant or the surgeon he employs to per- 
form an operation. 


THE STATUTE OF LIMITATIONS 


In Ohio the present situation with regard to the 
statute of limitations is discouraging. In the case 
of Gillette vs. Tucker, 67 Ohio State Report 106, in 
which the claim was made that a sponge was left in 
the abdomen the patient returned to the doctor al- 
most daily for treatment. There was a running sore 
discharging pus which required dressing twice a day. 
In her petition the plaintiff charged that it was a 
continuing duty on the part of the doctor to remove 
the sponge every day she went to him, and that 
each day it annoyed her constituted a new breach of 
his duty toward her. The Supreme Court sustained 
this contention and held that the after-treatment was 
as much a part of the operation as anything else. 

The statute of limitations provides that an action 
for malpractice is barred within one year after the 
cause of action accrues. The difficulty has arisen 


_ in determining when the cause of action accrues. In 


the Gillette case it was held that the cause of action 
accrued at the time the relation of patient and phy- 
sician terminated. In the case of Bowers vs. Santee, 
97 Ohio State, and Gillette vs. Tucker the Supreme 
Court held that the cause of action accrued and the 
one-year limitation began at the time the relation 
of physician and patient terminated. 

The statute of limitations is a statute of repose. 
It is the policy of the law that litigation should be 
put at rest during the time that witnesses are avail- 
able and evidence has not been lost or destroyed. 

J. A. CASTAGNINO. 


Hints Regarding Expert Testimony—Duty of Sur- 
geon. Lehman vs. Knott (Ore.), 196 Pac. R., p. 476. 


The Supreme Court of Oregon stated that an 
expert’s opinion on a hypothetical statement of fact 
should be exact as he is not allowed to draw infer- 
ences or conclusions of fact from the evidence. It is 
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the privilege of counsel to assume any state of facts 
which there is any testimony tending to prove, and 
to have the opinion of the expert based on the facts 
assumed. If the hypothetical question is clearly 
exaggerated and unwarranted by any testimony in 
the case, an objection to it should be sustained. 

The form of the hypothetical question, whether 
it states facts, puts facts hypothetically, or refers to 
the testimony of witnesses as being true, should be 
shaped so as to give the witness no occasion or 
opportunity to decide on the evidence. Hypothet- 
ical questions are clearly improper if they directly 
seek the opinion of the witness on the merits of the 
case. In a malpractice case the question as to 
whether in a given case a physician has adopted the 
proper treatment is one on which medical men may 
give their opinion in evidence and may state whether 
in their opinion the treatment was proper or not and 
whether it was in conformity with the rules and 
practice of the profession. 

As the opinion-evidence rule is intended to pro- 
vide against the danger of invasion of the province 
of the jury, a court should, as far as possible, exclude 
the inference, conclusion, or judgment of a witness 
as to the ultimate fact in issue, even though the 
circumstances presented are such as might warrant 
a relaxation of the rule excluding opinions but for 
this circumstance. However, the rule is not absolute, 
for frequently the only possible or practicable meth- 
od of making proof of the fact in issue is by means of 
opinion evidence. 

In the case under consideration it was an error to 
ask a medical witness whether the application of 
side splints was unskillful and negligent. The dis- 
tinction between improper treatment and negligent 
treatment is not as broad as it is vital. Improper 
surgical treatment might be due to an error in 
judgment of a skillful surgeon and might not con- 
Stitute negligent treatment. It would seem that if 
the opinion of the experts is to be of any assistance 
to the jury it would be necessary for them to know 
the condition in which the splints were applied to 
the arm. If the splints practically encircled the 
wrist, the court failed to see that it would be very 
material whether they were termed “side splints” 
or “anterior and posterior splints.”” Moreover, 
while mention was made of the place where the 
defendant practiced and treated the plaintiff, the 
practice regarding which the experts were interro- 
gated was in no way confined to the practice in simi- 
lar localities. The fact that a witness who was 
skilled in medicine and surgery had never treated 
a similar case would not disqualify him from giving 
his opinion. The objection would go only to the 
weight of his testimony. J. A. CASTAGNINO. 











UTERUS 


Okabayashi, H.: Radical Abdominal Hysterec- 
tomy for Cancer of the Cervix Uteri; Modifi- 
cation of the Takayama Operation. Surz., 
Gynec. & Obst., 1921, xxiii, 335. 

The author chooses the abdominal route instead 
of the vaginal because by the former he can dis- 
sect out the parametrial and paravaginal tissues more 
completely. The patient is given no special prepara- 
tion. The abdominal incision is made long to allow 
free exposure. An examination is made to determine 
the operability and extent of the growth. 

The first step is the division of the broad ligament 
down to the entrance of the uterine arteries to the 
cervix, the ovaries being removed or left, according 
to the indications. Next, the uterine arteries, which 
are found at the base of the broad ligament, are 
ligated, and the ureters then separated from the 
posterior layer of the broad ligament. In the next 
step the rectum is separated from the vagina, and 
the loose pelvic tissue, the glands, and infiltrated 
areas are freed by blunt dissection. The exposed 
blood vessels are easily ligated without loss of blood. 

The operative measures posterior to the uterus 
having been completed, the bladder is separated 
from the cervix, the ureters are isolated from the 
tissue at their entrance to the bladder, and the 
bladder separation is then completed. The anterior 
and lateral parametrial and paravaginal tissues are 
severed between clamps. R. E. Curistie, M.D. 


Kelly, H. A.: Uterine Polyps. 


xlv, 761. 


The author uses the term “polyp” in its general 
clinical and historical sense, applying it to all pedun- 
culated mucous or fibrous tumors of the uterus or 
cervix which are covered with mucous membrane. 

Mucous polyps arise either from the mucosa of 
the uterus or cervix, while fibrous or muscular 
polyps develop from the deeper layers of the uterus. 

Mucous growths usually are small, being about 
the size of a pea or raspberry, while a fibrous tumor 
is usually the size of an egg though it may attain that 
of a fist. 

Mucous polyps are usually single or at the most 
two, while fibrous polyps are obviously single, but 
Within the body of the uterus are often found in 
groups. 

A polypoid endometritis should not be mistaken 
for a polyp, for it has no relation to it. The former 
has an abundance of material coming from the en- 
dometrium, while the true polyp is single, elongated, 
and smooth. 

Polyps may be grouped clinically as intra-uterine 
and extra-uterine. The latter are readily seen and 


Therap. Gaz., 1921, 
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indicate the source of a hemorrhage, while the 
former would not be readily diagnosed in case of 
hemorrhage. 

A brief review of the history of polyps is interest- 
ing and instructive. Levret (1703-1780) invented 
a forceps to throw a wax ligature around the pedicles 
of intra-uterine polyps. Attempts were made to 
cause the expulsion of the polyps by the use of drugs 
such as iron and ergot but were unsuccessful. In 
the latter part of the last century a powerful chain- 
saw instrument, the invention of Charles Chassaig- 
nac, was used very extensively. Excision with the 
scissors was also performed, the bleeding being 
controlled by tight uterine packing. 

In Sim’s time the external os was opened to render 
the uterine cavity more accessible, and a Chassaig- 
nac ecraseur was applied. With the advent of 
anesthesia and greater skill in the manufacture of 
instruments much progress was made in the treat- 
ment of intra-uterine polyps. Two dangers, however, 
still frequently threatened, namely hemorrhage 
and sepsis. 

Occasionally the peritoneum was inverted into 
the pedicle of the tumor or an inverted uterus was 
mistaken for a fibroid polyp. 

Today the first step is the correct diagnosis. 
Sessile cervical tumors may be safely twisted off or 
burned with the cautery. Small intra-uterine polyps 
can be twisted with polyp forceps, while larger ones, 
the size of an egg or larger, should be excised after 
the cervix has been opened in the midline to the 
uterine cavity. 

If the tumor is very large it should be bisected 
after being grasped between two museau forceps 
and before being excised at the pedicle. In this way 
fatal results may be avoided should the peritoneum 
or fundus be inverted into the tumor mass. 

C. H. Davis, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Smith, R. R., and Butler, W. J.: Concerning Tor- 
sion of the Uterine Adnexa Occurring Before 
Puberty, Together with a Consideration of 
Torsion of Normal Adnexa: Report of a Case 
and a Review of the Literature Since 1900. 
Am. J. Obst. & Gynec., 1921, ii, 507. 


Torsion of ovarian tumors is an uncommon occur- 
rence in childhood, as shown by the fact that only 
26 cases, including those reported by the authors, 
have been reported in the literature since 1900. 
About 50 per cent of these tumors occurred between 
the ages of 8 and 10. Sixty per cent of them were 
dermoids. They varied in size from that of an adult 
ovary to growths which reached above the um- 
bilicus. 




















The symptoms are those of an abdominal crisis 
similar to that of the same accident in adult life— 
sudden abdominal pain, vomiting, a variable degree 
of prostration, tenderness, rigidity, distention, fever, 
an increase in the pulse rate, and the presence of an 
abdominal tumor. The diagnosis is usually difficult, 
probably because of the rarity of the condition. 
Appendicitis is often the pre-operative diagnosis. 
The causes are much the same as in adult life. 

Fourteen cases of torsion of normal adnexa have 
been reported to date. Eight occurred before the 
age of 20; four under 12, presumably before puberty. 

The tube alone may be involved, the tube and 
ovary together, or the ovary alone. In a large per- 
centage of the cases the torsion occurs in close re- 
lation to the menstrual period. Three reported 
occurred during pregnancy. Some question still 
remains as to whether a normal tube can undergo 
torsion, but it seems to have been proved that a 
normal ovary may do so. Factors such as the 
length of the mesentery, the size of the ovary, and 
the length of the tube must be considered as well 
as the histologic structure of the organ. 

Torsion of adnexa in hernial sacs (apart from 
strangulation) is relatively rare. It occurs only in 
congenital inguinal herniz and usually in the first 
year of life. E. L. Cornett, M. D. 


Delépine, J.: Strangulated Hernia of the Fallopian 
Tube (Le hernie de la trompe de Fallope; son 
étranglement). Rev. frang. de gynéc. et d’obst., 1921, 
xvi, 548. 

Though not so rare as some authors allege, hernia 
of the tube is less frequent than tubo-ovarian hernia. 
Delépine reports the case of a woman 53 years of 
age who came to the hospital with a small swelling 
in the left groin which was first observed at about 
the age of 50 but was easily kept reduced by means 
of a bandage until the crisis necessitating treatment. 
A diagnosis of strangulated epiplocele was made. 
At operation, a cylindrical cord the size of the little 
finger was found in the sac instead of omentum or 
intestine. This proved to be the fallopian tube. 
Its walls were much thickened and infiltrated, and 
showed ecchymoses. The patient recovered. 

This type of hernia is usually discovered only at 
autopsy or operation. Since the time of Cruveilhier 
it has been generally believed that hernia of the 
tube precedes hernia of the ovary. Recent studies, 
however, have shown that this is not always true. 
As a rule the outer end of the tube leaves the ab- 
domen and drags the rest of the organ after it, but 
in other cases it forms a loop with its convexity down- 
ward and frontward, the internal and external ex- 
tremities remaining within the abdomen. The 
latter was the mechanism in the author’s case. 

In the adult the herniated tube is usually diseased. 
In most cases there are no symptoms indicating its 
involvement in a hernia. Strangulation may occur 
but lacks the serious consequences of strangulation 
of an intestinal loop, and the patient may go on for 
a considerable time with this condition. The 
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symptoms of such strangulation closely resemble 
those of hernial strangulation of the vermiform ap- 


pendix. If the strangulated organ is not freed by 
operation it becomes gangrenous and there is sup- 
puration of the sac. The prognosis of operation is 
always good. Therefore surgical treatment is in- 
dicated in every case. W. A. BRENNAN. 


Hellendall, H.: A Case of Pregnancy After Steril- 
ization by Double Ligation and Division of 
Both Fallopian Tubes (Ein Fall von Schwanger- 
schaft nach Sterilisiering mittels doppelter Unter- 
bindung und Durchschneidung beider Eileiter). 
Med. Klin., 1921, xvii, 1116. 


In a woman 43 years of age both fallopian tubes 
were doubly ligated and divided to effect steriliza- 
tion. Three years later, after a delay of the men- 
strual period for eight days, a sudden and severe 
hemorrhage set in which persisted for four weeks. 
Curettage revealed tissue containing chorionic villi 
(Pathologic Institute of Duesseldorf). 

There are three possible explanations: (1) the 
fallopian tubes may have grown together again and 
their lumina may have become patent as the result 
of gradual loosening of the ligature; (2) the perito- 
neum may have been so injured during the ligation 
that a peritoneal fistula resulted; and (3) there may 
have been atrophy of the musculature due to pres- 
sure of the ligatures which resulted in patency of the 
lumina (Nuernberger). GeppErt (Z) 


Malcolm, J. D., and Gibb, G. A.: Over Five Hun- 
dred Gallons of Fluid from an Ovarian Tumor. 
Brit. M. J., 1921, ii, 631. 

The cyst in the case reported was first noted in 
1893. A consulting surgeon then advised against 
operation. In the next ten years the patient had 
probably more than twenty-five tappings, although 
no record was kept. It is estimated that about 506 
gallons of fluid were removed. Twice an attempt 
was made to remove the cyst. 

At autopsy it was found firmly adherent every- 
where and the wall was so friable that removal 
would have entailed many hours of careful dis- 
section. The patient had had an enormous appetite, 
which indicated the nourishment required by the 
growth, and she had been kept alive only by removal 
of the pressure. 

Two other instances are described wherein large 
amounts of fluid were removed by tapping. 

J. W. Ross, M.D. 


Holden, F. C.: Radical Conservatism in the Sur- 
gical Treatment of Chronic Adnexal Disease. 
Am. J. Obst. & Gynec., 1921, ii, 493. 


The author’s technique is described as follows: 

After severance of the adhesions, the inflamma- 
tory mass is brought into view and inspected to 
determine the extent to which the diseased tissue 
shall be retained. An incision of the diseased tube 
is made along its anterior surface, from the clubbed 
end to the uterine cornua. This is best done with a 
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sharp-pointed, straight scissors. After a culture 
specimen is taken, the tube is wrapped in a hot, 
wet pad, while the other side, if involved, is similarly 
treated. The bleeding of small severed vessels is 
controlled by fine suture ligaments. The incised 
tubes are suspended to the round ligaments by 
three or four fine interrupted linen sutures so as to 
turn the raw surface of the incised tubes downward. 
The ovaries are suspended (Pool method) by draw- 
ing the peritoneum away from the side of the pelvis 
and uniting it with a fine linen suture to the perito- 
neum of the infundibulopelvic ligament, just as it 
reaches the ovary. The uterus is then suspended. 
The procedure of choice in this class of cases has 
been the Olshausen operation. Thus it will be seen 
that the retroverted uterus with its adnexa is freed, 
the tube or tubes are incised, and all are so suspended 
that they cannot reach the cul-de-sac. 

In the first case drainage was established through 
the vagina, but in the remainder, closure was effected 
without drainage. Cultures in all cases were nega- 
tive. Each patient made an uneventful recovery 
with about the same postoperative morbidity as that 
associated with radical operations for similar patho- 
logic lesions. 

The conclusions drawn are as follows: 

1. It has been demonstrated that pyosalpinges 
may be incised and suspended without mortality or 
excessive morbidity. 

2. A young woman with chronic adnexal disease 
who is physically disabled and does not respond to 
several weeks’ rest and treatment should be offered 
a choice between radical operation, with its surgical 
menopause, and conservation, with its possibility of 
re-operation. 

3. If conservation of ovarian tissue is decided 
upon, the technique described in this article may be 
of benefit. E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Allan, J.: Imperforate Hymen. Med. J. A ustralia, 
1921, li, 402. 

The author was called at night to see a young girl, 
13 years old, who was complaining of severe head- 
ache, giddiness, great pain over the lower abdomen, 
and difficulty in urinating. 
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According to the history there had been a men- 
strual molimen every month for the four previous 
months, with difficult urination and a feeling of 
inability to evacuate the bowel completely. The 
temperature was found to be 39.2°C, the pulse 120, 
and respiration 30 per minute. Oblique light showed 
the intestines to be making “ladders” all over the 
abdomen, and the peristaltic waves were very 
marked to the palpating hand. The abdomen was 
too tender to allow deep palpation, but a rounded 
swelling reaching halfway to the umbilicus could 
be seen and felt. Lying on this swelling was a 
smaller rounded swelling extending about 6.25 cm. 
above the pubes. 

A sedative was given that night. The next 
morning a vaginal examination under anesthesia 
disclosed an imperforate hymen which completely 
occluded the orifice. In the center was a small, 
thinned translucent area 6.25 mm. in diameter 
which, when punctured, allowed the escape of a 
thin, dark brown, odorless fluid. The pressure at 
first forced a column of the fluid up about 25 cm. 
About 740 c.cm. of this fluid were collected. 

The fluidity of the discharge in this case was re- 
markable as it is generally described as tarry in 
consistency. The inspissated matter usually evac- 
uated is generally attributed to absorption but in this 
instance little or no absorption could have taken 
place. The author is of the opinion that the explan- 
ation of the varying consistency of the matter 
evacuated and the various ages at which the symp- 
toms begin is to be found in the permeability of the 
occluding membrane. 

In the case reported evacuation of the bowel did 

*not change the temperature, and as the symptoms 

cleared up after evacuation of the fluid it is difficult 
to believe that the toxins were the products of in- 
fection. This leaves the menstrual blood as their 
probable source and leads to two questions: Is the 
menstrual discharge of the nature of an excretion 
containing toxins? Or were the toxins produced by 
decomposition? 

The thin central area found in the hymen would 
seem to favor the view that the latter is developed 
from the end of the solidly fused muellerian ducts. 
as apposed to the view that it is a later growth of 
the vaginal mucosa. C. H. Davis, M.D. 




















ADRENAL, KIDNEY, AND URETER 


Caulk, J. R.: Renal Tuberculosis. J. Uroi., 1921, 
vi, 97. 

In the author’s series of cases about 22 per cent 
of the operations on the kidney were for tubercu- 
losis. Caulk emphasizes the importance of early 
diagnosis and early nephrectomy. The chief diag- 
nostic aids are the cystoscope and the pyelogram. 
In Caulk’s series of fifty-five cases there were no 
deaths although the average mortality of nephrec- 
tomy for renal tuberculosis is 7 to 10 per cent. 

T. F. Frvecan, M.D. 


Quinby, W. C.: The Transperitoneal Approach to 
the Kidney, Its Indications and Limitations. 
J. Urol., 1921, vi, 135. 

The transperitoneal approach to the kidney has 
been practically abandoned by the majority of 
operators because of the shock which follows its use 
and the danger of peritonitis. The author, how- 
ever, strongly recommends it for selected cases. In 
many cases of hypernephroma the renal vein is in- 
vaded. Ligation of the renal vessels by means of the 
transperitoneal approach will lessen trauma and the 
subsequent dissemination of the tumor cells through- 
out the body. This holds true also for a limited 
number of cases of tuberculosis. It is not uncommon 
to find generalized miliary tuberculosis following 
nephrectomy by the lumbar route. Attention was 
called to these types of cases in 1905 by Walker. In 
1907, Holt reported the cure of a persistent renal 
fistula by ligation of the renal vessels after four 
attempts at nephrectomy. Kellock did the same 
in 1913 in a case of stone with a sinus after two 
attempts at nephrectomy. 

Two interesting cases are reported by Quinby. 
The first showed a marked aneurism of the abdomi- 
nal aorta. The renal vessels were not ligated. 
Autopsy demonstrated a fusiform aneurism of the 
aorta closely adherent to the lower pole which had 
been caused by a long-standing psoas abscess. The 
lower pole of the left kidney and the kidney pelvis 
were involved in the infection. 

The second case demonstrated ligation in the 
treatment of a renal tumor. Exposure by the lum- 
bar route showed the right kidney to be filled with 
the growth. Delivery of the kidney was impossible 
because of dense adhesions and its size. The neo- 
plasm was diagnosed as a hypernephroma. Later 
ligation of the renal vessels was done. The patient 
died of pulmonary tuberculosis. Autopsy revealed 


pulmonary, hepatic, and splenic tuberculosis. The 
kidney showed soft necrotic material with only a 
very small area of tumor tissue. 

C. D. PickrELL, M.D. 
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Hammer, A. W.: The Difficulties in the Diag- 
nosis of Ureteral Calculi. Am. J. Surg., 1921, 
XxXxv, 348. 

As the pain in affections of the kidney and ureter 
is not always the typical pain described in the text- 
books, its significance is often misinterpreted. In 
some cases it may be referred to the region of the 
appendix and gall-bladder, and gastro-intestinal 
symptoms, such as nausea, epigastric distress, and 
indigestion, may be present. 

The roentgen rays and other adjuncts are inval- 
uable aids in the diagnosis but in some instances may 
lead to error; calculi which may be present may not 
be demonstrated by the roentgen ray, and occasion- 
ally extra-ureteral shadows are mistaken for those of 
calculi. 

Although much dependence is placed upon urin- 
alysis, in a certain number of cases the urine may be 
normal and in others the presence of blood and pus 
may be due to causes other than stone such as renal 
tumor, renal tuberculosis, acute cystitis, and bladder 
tumor. HerMAN L, Kretscumer, M.D. 


Judd, E. S., and Struthers, J. E: Primary Car- 
cinoma of the Ureter: Review of the Literature 
and Report of a Case. J. Urol., vi, 115. 


The authors have collected twenty-five cases of 
primary tumors of the ureter from the literature and 
add one case of their own. Calculi were found in 
only four of the cases and thus could be considered 
as an etiological factor in only 16 per cent. Some 
writers consider leukoplakia as a probable origin of 
both benign and malignant neoplasms. 

Tumors of the renal pelvis and ureters are classi- 
fied as: (1) epithelial growths: (a) papilloma, (b) 
papillary epithelioma, and (c) epithelioma (non- 
papillary); (2) mesodermal growths; and (3) adeno- 
carcinoma. In the cases collected by the authors 
carcinoma predominated, there being ten cases in the 
group of twenty-five. The other fifteen cases were 
about equally divided between papillary and non- 
papillary epitheliomata. Hydronephrosis was defi- 
nitely known to be present in 4o per cent of the 
cases, and in others there were findings suggestive 
of hydronephrosis. If infection takes place, pyelo- 
nephritis or pyonephrosis with fever will develop. 
The kidney may become large and palpable. 

Hematuria, the most frequent initial sign, is 
usually profuse, and when clots are formed the pain 
is apt to be colicky. When ureteral clots are ex- 
pelled, they are seen in the form of casts. Vesical 
disturbance, manifested by frequent micturition, is 
common. Pain occurred in about one-third of the 
cases and varied from a dull ache to colic; some- 
times both types were present. The age incidence 
was found to be between 4o and 60. 
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Cystoscopic examination revealed variable find- 
ings. The bladder may appear normal; the growth 
may be seen bulging from the meatus; an inflamma- 
tory reaction about the meatus, manifested by a 
ring of oedema, may be seen; or there may be diffuse 
cystitis as a sequel to infection above following par- 
tial obstruction. Again, the ureteral catheter may 
meet with obstruction at any point along the course 
of the ureter and, depending on the degree of the 
obstruction as well as the length of time it has been 
present, various pathologic states of the kidney may 
be found. Thus, there may be pyelonephritis, hy- 
dronephrosis, or pyonephrosis with any grade of 
destruction of renal tissue. Blood may be seen 
oozing or clots protruding from one ureteral meatus, 
or if neither, the passing of the ureteral catheter may 
start profuse bleeding. 

The treatment is governed by the extent and loca- 
tion of the lesion as well as by the integrity of the 
kidney. When the growth is in the lower ureter, a 
ureteral catheter should be passed by the surgeon in 
an attempt to rule out other growths higher up. If 
no growths are present, an attempt to transplant the 
ureter into the bladder at a new point should be 
made. In cases in which there is an infected, func- 
tionless kidney, nephrectomy and ureterectomy 
should be performed. 

The authors state that the immediate results of 
surgery are good, but there is grave danger of recur- 
rence of the disease within a few months or several 
years after operation. 

The case reported was that of a man, aged 48, 
whose urologic symptoms began with hematuria 
and pain in the head of the penis at the end of urina- 
tion. Hematuria occurred every four to seven days 
and lasted two days, varying considerably in quan- 
tity from time to time. For six months there was 
daily hematuria. One attack of acute pain in the 
suprapubic area as well as in the glans penis occurred 
during the passage of a clot 1.25 by 1.87 cm. 

The general examination was negative. The 
urine showed a few pus cells, and the roentgeno- 
grams showed a suspicious shadow in the lower left 
ureteral area. Cystoscopy revealed hematuria on 
the left side and obstruction of the left ureter at 
the meatus due to a neoplasm which bled easily on 
contact. There was apparently no urinary secretion 
from the left side. Functional and other findings 
were normal for the right side. A diagnosis of left 
ureteral and left renal neoplasm was made and 
exploration of the left kidney and left lower ureter 
was advised. 

January 10, 1921, the left kidney, which was pyo- 
nephrotic, was removed. Convalescence was un- 
eventful. January 21, 1921, the left ureter and an 
area of bladder 3.5 by 2.5 cm. were removed through 
an anterior extraperitoneal incision. A papillary 
epithelioma 8 cm. in diameter was found in the 
lower ureter. Above it the ureter was about 3 cm. in 
diameter. February 21 the patient was discharged in 
good condition with wounds healed. 

J. W. Pancsurn, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 











BLADDER, URETHRA, AND PENIS 


Hunt, V. C.: A Huge Diverticulum of the Bladder. 
Surg. Clin. N. Am.,1921, i, 1267. 


The author reports a case of diverticulum of the 
bladder in which suprapubic drainage was effected. 
Three weeks later, when renal function had greatly 
improved, the suprapubic sinus was enlarged and a 
huge diverticulum with a capacity of 1,000 c.cm. 
was found arising from the right wall of the bladder 
and closely associated with the right ureter. The 
ureter was cut, doubly ligated at the base of the 
pelvic brim, and dropped back. The diverticulum 
was excised by the transperitoneal route and the 
peritoneum then accurately closed without drainage. 

Severe reaction followed the operation. The 
urine was scanty, the abdomen distended, the pulse 
rapid, and the general condition poor after thirty- 
six hours. This was explained on the basis of peri- 
tonitis and renal insufficiency. Under local anzs- 
thesia the abdomen was opened, drains were in- 
serted for the low-grade peritonitis, and the dis- 
tended pelvis of the right kidney was drained 
through the back. The catheter was left in the 
right kidney pelvis for three weeks. At the end of 
this time 15 per cent of phenolsulphonephthalein 
return was obtained through the catheter from the 
right kidney and 25 per cent through the bladder 
from the left kidney in two hours and fifteen min- 
utes. 

On removal of the catheter the sinus immediately 
closed and the kidney atrophied. Cystoscopic ex- 
amination later showed urine entering the bladder 
only from the left kidney. 

The large size of the diverticulum and the effect 
of ligation of the ureter are of interest. Drainage of 
the right kidney carried the patient along until the 
left kidney was able to compensate and take over 
the entire function. G. S. Foutps, M.B. 


Mayo, C. H.: The Formation of a Cloaca in the 
Treatment of Exstrophy of the Bladder. Surg. 
Clin. N. Am., 1921, i, 1257. 


Exstrophy of the bladder is a very rare anomaly 
resulting from failure of the maternal placenta 
properly to remove embryonic residues from the 
foetal circulation during the renal functional change 
from wolffian body to kidney. If the embryonic 
bladder is not developed sufficiently to care for this 
premature function, it probably splits its anterior 
surface, including the urethra and the hypogastric 
canal, to the umbilicus. 

This condition has been seen in seventy-two 
patients at the Mayo Clinic, most of whom were 
less than 30 years of age. Thirty-six of these were 
operated on, twenty-nine successfully. The opera- 
tive mortality was less than 20 per cent. 

In the early cases the method of Maydl and Moyn- 
ihan was employed; an artificial cloaca was formed 
by making an opening between the bladder and the 
anterior rectal wall. Patients operated on later have 
been treated by the Coffey method of transplanting 
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the ureters into the sigmoid by a two-stage opera- 
tion and complete cystectomy with closure of the 
wound by fascia (Figs. 1 and 2), as the third and 
last stage. The dangers of this method are: (1) 
peritonitis, as the operation is usually intraperiton- 
eal, and (2) an ascending pyelitis from the bowel. 
Most of the twenty-seven patients not operated on 
were too young; a few were too old, or had renal 
complications, such as hydro-ureter, hydronephro- 
sis, or atrophic kidney. The best time for operation 
is between the fifth and tenth year of age. 

The justification of the operation, with its attend- 
ant 20 per cent mortality risk, is the fact that if the 
condition is left alone 75 per cent of the patients will 
die before they are 30 years of age, while if treated, 
they are relieved of a most distressing condition. 

FRANK S. SCHOONOVER, JR., M.D. 


Bagger, S. V.: Sigmoidovesical Fistula Following 
Chronic Sigmoiditis (Ueber Sigmoid-Blasenfistel 
als Folge chronischer Sigmoiditis). Hosp.-Tid., 1921, 
Ixiv, 424, 433- 

Bagger gives a detailed description of two cases in 
which a sigmoidovesical fistula developed during a 
chronic sigmoiditis or perisigmoiditis. These fistule 
were typical examples of so-called acquired internal 
intestinal fistulz, i.e., communications persisting for 
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a considerable length of time between the intestinal 
canal and a hollow organ or an excretory duct. The 
connection of the intestinal lumen with another or- 
gan (for example, a fistula between the intestine and 
an abscess of the liver) is an incomplete fistula. 
Many cases of incomplete and complete fistulz be- 
tween the intestine and neighboring organs are de- 
scribed in the literature. 

According to their etiology, these fistula are 
traumatic or non-traumatic. The first group is 
made up chiefly of those due to projectile or stab 
injuries and those following operation. Foreign 
bodies which perforate the intestine (needles, chick- 
en bones, fish bones) are not infrequently given as 
the cause of fistula formation. Among non-traum- 
atic fistula, those arising from a carcinoma of the 
digestive tract are the most common. Tuberculosis 
and syphilis are rarer etiological factors. Ammen- 
torp has described a case in which a fistula formed 
between the appendix and bladder secondary to 
actinomycosis. Cystitis and pericystitis are often the 
cause of fistula and usually in such cases the fistula 
leads into the rectum. The most frequent etiological 
factors are general inflammatory processes in the 
intestines, such as typhoid fever, dysentery, and 
other varieties of ulcerating enterocolitis, and chronic 
inflammation in the region of the cecum, appendix, 
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and sigmoid. The causative sigmoiditis is due us- 
ually to fecal irritation and diverticulum. As a rule 
the fistulae are single, but Bruchet reported a case 
in which six fistulous openings—two vesical and four 
intestinal—were demonstrated. 

The symptoms of the cause, those of the fistula 
itself, and the secondary symptoms must be dis- 
tinguished. The three chief symptoms due to fistula 
are pneumaturia, the admixture of feces with the 
urine, and the presence of urine in the stool. Pneu- 
maturia is recognized by emergence of air through 
the urethra before, during, and at the close of urin- 
ation. Immediately after the formation of the fistula 
the entrance of feces into the urine is not sufficiently 
great to establish a fecaluria, but the picture of an 
increasing cystitis (leucocytosis) develops until 
finally the abnormal constituent is revealed by its 
odor. The admixture of urine with the stool is noted 
chiefly in a chronic diarrhoea. A few cases have been 
described in which the sphincter ani took over the 
function of the sphincter vesicz so that the patient 
could give escape to the urine voluntarily without 
defecation. 

The secondary symptoms are chiefly disturbances 
occasioned by the cystitis, urethritis, and pyelone- 
phritis. The diagnosis is usually not difficult, but it 
must be borne in mind that the presence in the urine 
of bacteria forming hydrogen sulphide may cause a 
fecal odor when there is no communication between 
bladder and intestine. In some cases the administra- 
tion of charcoal, lycopodium, etc., by mouth and of 
enemas of milk or some dye has been of aid. 
Cystoscopy or rectoromanoscopy usually give the 
necessary information. 

Of great prognostic importance are the changes 
shown by the bladder, the urethra, and particularly 
the kidneys. The epithelium of the bladder is fre- 
quently very resistent, but sometimes there is a true 
necrotic cystitis. Guyon and Hilzenreiner claim 
that pyelonephritis is more rare than is generally 
believed. In both of Bagger’s cases there was severe 
pyelonephritis. In a few cases spontaneous healing 
is said to have taken place, but as a rule surgical 
treatment will be necessary. In one case Hepner 
exposed the fistulous passage, pinched it off, and 
invaginated one stump in the sigmoid and the other 
in the bladder. SAXINGER (Z) 


Corbus, B. C.: The Treatment of Tumors of the 
Bladder Without Local Excision: An Experi- 
mental and Clinical Study. Surg., Gynec. & 
Obst., 1921, xxxiii, 517. 

Electrocoagulation of the normal bladder wall 
of the dog by diathermy is followed by distinct, 
uniform tissue reaction. 

The immediate effect is a slow cooking through of 
the underlying tissues. The effect upon the deeper 
structures is the same as that upon the mucosa. 
This action is followed by an aseptic death of the 
submucosa and muscularis. Round-cell infiltration 
is marked only for the first three days. Eventually 
the entire area is replaced by a dense proliferation 
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of fibrous tissue, the line of demarcation between 
the treated area and the surrounding normal tissue 
being definitely preserved. 

The ureteral wall may be turned back in the dog 
almost to the entrance of the intramural portion. 
The results have shown no derangement of function 
in the ureteral activity or the contractibility of the 
bladder. No obstruction to the ureteral outflow 
occurred in five months. 

The author cautions against the excision of a 
piece of tumor when it may cause transplantation 
metastasis. If tissue must be removed for diagno- 
sis, the cautery method should be used. In the 
large majority of cases, cystoscopy, palpation, and 
X-ray examination give all the positive information 
necessary. 

In cases of benign papillomata in which the 
growths are few in number and easily accessible, 
transurethral fulguration is used and followed by 
the transurethral application of radium with a spe- 
cial applicator. 

For multiple benign papillomata and tumors in- 
accessible through the urethra, Corbus employs 
suprapubic fulguration with diathermy and follows 
it by the application of radium through the supra- 
pubic fistula by means of a special radium appli- 
cator. 

Carcinomata are treated by the same method as 
multiple papillomata except that the diathermy 
coagulation is more extensive and radium is applied 
more intensively. 

The author describes the preparation of the oper- 
ating table and the proper adjustment of the wires 
from the electrodes to avoid short circuiting. 

The anesthetic recommended is morphine and 
scopolamine with gas oxygen. Ether anesthesia 
is extremely dangerous because of the short-circuit- 
ing of the current. 

Diathermy is absolutely bloodless if a flat or blunt 
electrode is employed. If properly applied, it 
insures not only total destruction of the mass but 
also sufficient coagulation of the tissues in the imme- 
diate neighborhood to minimize the possibility of 
cell implantation. Adjacent vascular structures are 
sealed, the absorption of infection being thereby 
lessened and the period of convalescence shortened. 
The fact that the postoperative shock is minimized 
is of particular advantage if the patient is of ad- 
vanced age. Of greatest importance, however, is 
the density of the scar tissue resulting from the em- 
ployment of diathermy in the treatment of malig- 
nant disease. The body defense against carcinoma 
metastasis lies in the formation of a connective- 
tissue capsule. The scar tissue formed after a dia- 
thermy burn is more dense and spreads farther 
into the surrounding tissue than that following a 
cutting operation, and this constitutes an extensive 
reinforcement of the body’s attempt to throttle the 
embryonic cell. 

The author’s cystoscopic radium applicator is 
described and shown in several illustrations. 

E. F. Hess, M.D. 














Judd, E. S.: Adenomyoma Presenting as a Tumor 
of the Bladder. Surg. Clin. N. Am., 1921, i, 1271. 
Judd reports the case of a single woman, aged 
34 years, who complained of lower abdominal pain. 
Four years before coming to the Mayo Clinic for 
examination she had had a pelvic tumor and her 
appendix removed, and two years following this 
operation a hysterectomy had been performed. 
For four or five years she had had frequent and pain- 
ful micturition, with straining and more severe pain 
at its termination. 

Physical examination disclosed a somewhat fixed 
and tender mass in the right side of the pelvis. 
Cystoscopic examination revealed a tumor of the 
bladder involving the right side of the trigone, the 
right ureteral meatus, and the right wall of the 
bladder. The tumor seemed to be entirely covered 
with normal mucous membrane. 

On account of the patient’s suffering, operation 
was undertaken in the hope of removing the growth. 
A diffuse infiltrating tumor was found in the right 
side of the pelvis, involving the wall of the bladder 
and extending to the large muscles just inside the 
bony pelvis. The right ovary contained a cyst and, 
with the tube, was adherent to the tumor. The neo- 
plasm protruded into the bladder but the vesical 
mucous membrane was intact. The right ureter was 
dilated above the growth and disappeared into it. 
With considerable difficulty the growth was re- 
moved with the lower 10 cm. of the right ureter 
and the right lower quadrant of the bladder. The 
patient was dismissed from the hospital in six weeks, 
in good general condition and with the wound com- 
pletely healed. Today, two years after the operation, 
she is entirely well and working. The bladder 
function is normal. The kidney with ligated ureter 
has given no trouble. 

The tumor was an adenomyoma of the bladder 
wall 8 cm. in diameter. Asmaller growth, apparently 
a separate adenomyoma, was found in the fallopian 
tube. G. S. Foutps, M.B. 


Smith, G. G.: Radical Treatment of Cancer of the 
Bladder. J. Urol., 1921, vi, 173. 


Squier, in 1914, and Beer, in 1921, emphasized 
the importance in bladder surgery of a long incision 
to make allowance for wide retraction, mobilization 
of the bladder, cauterization of the tumor surface 
on presentation, removal of the tumor and the sear- 
ing of all raw surfaces with the cautery, and bathing 
of the wound with alcohol. 

In 1915 Garder collected 666 cases in which opera- 
tion was performed for bladder tumors. Of these, 
43-7 per cent showed recurrences following partial 
resection, while 88 per cent showed recurrences after 
excision alone. When metastasis has developed, 
curettage followed by cauterization gives relief. 
Radium was used in twenty-four cases of inoperable 
cancer with only fair success. Schmitz had the 
same experience. Radium is of value in cases of 


small multiple growths too widely scattered for 
resection. 
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When partial cystectomy is not indicated the 
ureters should be transplanted and the entire blad- 
der removed or extensively treated with radium. 
Uretero-enterostomy is more satisfactory to the 
patient than lumbar nephrostomy or ureterostomy. 
The early results of uretero-enterostomy were not 
encouraging. Since Coffey’s work in 1911, in which 
he demonstrated his so-called “‘ physiological im- 
plantation,” the results have been more favorable as 
is evident from the reports of the Mayos. 

Implantation within the bony pelvis is a techni- 
cally difficult operation. The ureters should be im- 
planted at different times according to the technique 
of Coffey. When partial cystectomy cannot be 
performed, ureteral implantation followed by total 
cystectomy or the use of large doses of radium 
is the operation of choice. The mortality will be 
high but a small percentage of cases will be cured. 

C. D. Pickrett, M.D. 


GENITAL ORGANS 


Judd, E. S., Bumpus, H. C., Jr., and Scholl, A. J., 
Jr.: The Prognosis in Cases of Carcinoma of 
the Prostate Discovered at Operation. Surg. 
Clin. N. Am., 1921, i, 1279. 


Carcinoma of the prostate treated surgically is 
of three types: (1) the carcinomatous changes which, 
although undoubted, are deemed sufficiently early 
to warrant an attempt at surgical removal, (2) 
suspected carcinomata which cannot be diagnosed 
positively, and (3) the type discovered at operation. 
It would naturally be supposed that the prognosis 
in the last type would be the best, and that in the 
first type the poorest. 

In order to determine whether or not the form 
of operation had any bearing on the final results, 
the patients were grouped according to whether the 
operation was suprapubic or perineal. Seventy-five 
patients were operated on by the suprapubic route. 
Eleven (14 per cent) of these lived more than three 
years following operation. Forty-two patients were 
operated on by the perineal route, and five (12 per 
cent) have survived more than three years. Three 
years is not used arbitrarily as a unit of measure, 
but because in studying a series of 231 untreated 
patients 34.59 months was found to be the average 
duration of the disease, and obviously with any 
form of surgical or radium treatment a considerable 
number of the patients treated must live longer than 
three years if the treatment is to be regarded as of 
any value. 

Sixty-six of the seventy-seven patients in whom 
cancer was either diagnosed or suspected prior to 
operation have been traced. Of these, only eight 
(12 per cent) have lived more than three years, a 
result indicating that if carcinoma of the prostate 
has progressed sufficiently to be recognized clinically 
surgery offers no better results than radium. 

Of still greater interest are the data obtained from 
the group of sixty-two patients in whom the malig- 
nancy was so obscure as to escape clinical detection 
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and was discovered only at operation or after care- 
ful examination of the gland microscopically. The 
authors have completed records of fifty-one of 
these patients, eight of whom (15 per cent) lived 
more than three years. 

Pathologically and clinically there are two types 
of prostatic cancer but of course there are also inter- 
mediate states. This division was such as to afford 
a very valuable prognostic aid. The first type 
(Fig. 1) isthe more common, and its degree of malig- 
nancy is lower than that of the second type (Fig. 2). 
The cells are partly differentiated, fairly regular 
in size and shape, and retain the long-tufted end 
projecting into the glandular lumen which is the 
most significant feature of prostatic epithelium. 
The nuclei are round, relatively larger than the 
nucleoli found in normal or hypertrophied glands, 
and contain the distinct nucleoli which are so 
prominent in undifferentiated cells. Clinically these 
prostates are large, nodular, and stony, and produce 
the symptoms of obstruction first calling attention 
to their presence. The second type of cancer, which 
does not retain the usual prostatic gland structure, 
is often confused with lymphocytic infiltration. 
The malignant cells that have migrated into the 
stoma often show a streaked or etched-out appear- 
ance in contrast to the clumped localized disposi- 
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Type 1 glandular carcinoma of the prostate 








Fig. 2. Type 2 carcinoma of the prostate. Marked fi- 
brosis. Deeply stained malignant cells scattered through 
stroma with practically no gland formation (x50). 


tion of lymphocytic infiltration. The cells in such 
glands, either from morphologic or mechanical influ- 
ences, have lost their original structure; they do 
not conform to the usual type, but vary in size and 
arrangement. These may comprise great masses or 
extending wedges of tightly packed cells containing 
large, deeply staining nuclei. In other cases the 
cells may be loosely arranged, separated, and sup- 
ported by a small amount of connective tissue. 

In 100 of the 146 cases in this series it was possible 
to correlate the histologic findings with the postop- 
erative course. Forty-four cases were of Type 1. 
Eleven of these patients lived more than three years; 
twenty-two are still alive, one after six years, two 
after five years, four after four years, three after 
three years, six after two years, and six after one 
year. Fifty-six cases were of Type 2. Sixteen patients 
lived two years, seven lived three years, and only 
one lived more than three years. Three patients 
are still alive, one three years, and two, one year after 
operation. 

It seems evident, therefore, that in cases of cancer 
of the prostate the degree of malignancy as demon- 
strated microscopically determines the prognosis, 
and that when the disease has advanced sufficiently 
to be recognized clinically the possibility of surgical 
cure is diminished. G. S. Foutps, M.D. 



















EYE 


Lillie, W. I.: Ocular Phenomena in Cases of Chias- 
mal Lesions Not of Pituitary Origin: Report 
of Six Cases. Surg. Clin. N. Am., 1921, i, 1363. 


The early ocular changes produced by lesions of 
pituitary origin may be summarized as follows: 
(1) lowered visual acuity in one or both eyes, (2) 
characteristic changes in the visual fields, and (3) 
waxy pallor of the nerve heads without loss of 
substance. 

The progressive field changes which are due to 
chiasmal lesions of pituitary origin have been 
divided into four main groups: (1) bitemporal, (2) 
homonymous, (3) amaurotic, and (4) unclassified. 
The field changes are classified also according to the 
progression and type of change: (1) changes in the 
color fields, (2) changes in the form fields, and (3) 
bizarre fields, such as scotomatous fields. 

The six cases reported in this series were selected 
from a group of thirty cases of chiasmal lesions for 
which operation was performed in the Mayo Clinic 
in the past twenty months. They are reported in 
order to show the striking similarity in the ocular 
phenomena of chiasmal lesions not of pituitary 
origin. The remaining twenty-four cases of this 
group were cases of pituitary tumor. 

The six cases were those of three males and three 
females whose ages ranged from 20 to 45 years. 
The visual symptoms varied in duration from six 
months to six years and were generally out of pro- 
portion to the fundus findings. Vision could not be 
improved with glasses and was normal in only one 
case. In most cases it had either failed entirely or 
amounted only to the ability to count fingers. The 
ophthalmoscopic examination of the disks in two 
cases showed a pallor with loss of substance which 
is not typical of pituitary tumor. In the other four 
cases the disk changes could not be differentiated 
from those of pituitary tumor. The visual fields 
varied from a bitemporal hemianopsia to a homon- 
ymous hemianopsia, and in one case there was pres- 
ervation of the upper temporal quadrant which is 
not typical of pituitary tumor. Roentgenograms 
showed the sella to be normal in three cases and 
enlarged, Grade 2 to 4, in three cases. In only two 
was there any evidence of thinning or destruction of 
the posterior clinoids. The general examination was 
negative in four cases, and in two the neurological 
examination revealed definite changes. In one case 
definite localization was possible only by neurolog- 
ical examination. 

The pathologic conditions found at operation 
were: (1) malignant basal-cell tumor, (2) glioma of 
the midbrain, (3) basal-cell endothelioma, (4) 


psammoma of the meninges, and (5) basal-cell 
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glioma arising from the right temporosphenoidal 
globe. In the sixth case it was impossible to remove 
a specimen of the tumor for examination. At opera- 
tion all the growths were found to be of extra sellar 
origin, but involved the chiasm. 

All of the patients in the series came to the Clinic 
primarily because of failing vision or complete 
blindness in one or both eyes. 

Definite ophthalmic lesions were found in every 
case at the time of examination, while only two 
patients showed definite neurological changes. 

The fact that the ocular changes in four of the 
patients could not be distinguished from those char- 
acteristic of a pituitary syndrome shows the neces- 
sity for careful examination of the fields and fundus 
early in the course of the disease in order to detect 
the progressive changes. 

Only one of the patients gave a history of changes 
in menstruation; in this case uterine fibroids had 
been treated with radium. 

None of the six patients had any evidence of 
acromegaly. In four cases in which the metabolic 
rate was estimated it varied from 3 to 27 per cent. 

Four patients died and two autopsies were ob- 
tained. Nothing has been heard from the remaining 
two with regard to changes in vision and fields. 


Black, N. M.: Eye Findings in Brain Injuries. Am. 
J. Ophth., 1921, iv, 819. 

Extra-ocular conditions associated with brain 
injuries include muscle paralysis, nystagmus, and 
conjugate deviations. 

Among intra-ocular conditions are affections of 
the optic nerve head and retina; affections of the 
pupil, including miosis, mydriasis, aniscoria, hippus, 
and the Argyll-Robertson pupil; an increase or 
decrease of intra-ocular tension; and subjective 
findings in the visual fields. 

The author discusses choked disc in some detail. 

Tuomas D. ALLEN, M.D. 


Knapp, A.: The Action of Adrenalin on the Glau- 
comatous Eye. Arch. Ophth., 1921, 1, 556. 


The author’s observations were based on a series 
of sixty-five cases of primary glaucoma, some of 
which had been operated on. Cases of atrophic 
iritis and posterior synechia were excluded. 

The pupil dilated in sixty cases, but the degree of 
mydriasis was not so great as if pilocarpine had 
been given previously. 

The tension was unaffected in forty cases, de- 
creased in twenty, and increased in five. In Knapp’s 
opinion the reduction in tension is due probably to 
the freeing of the edge of the iris from the anterior 
surface of the lens and the consequent easier flow 
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of aqueous from the posterior to the anterior cham- 
ber. 

In fifteen cases the glaucoma affected only one 
eye. The normal eye reacted to adrenalin as fol- 
lows: in twelve the pupil dilated, in three there was 
no change in size, in twelve the tension was un- 
affected, and in three the tension was reduced. 
“This suggests that a susceptibility to adrenalin 
may be present long before the usual clinical signs 
of glaucoma.” Tuomas D. ALLEN, M.D. 


Benedict, W. L.: The Character ot Iritis Caused by 
Focal Infection. Arch. Ophth., 1921, 1, 560. 


In an investigation to determine the character of 
iritis caused by focal infection, fourteen cases of 
iritis in which other possible causes of the condition 
were eliminated were selected as test cases. Five 
of these were acute and nine were chronic. In- 
jection of cultures from foci in patients with acute 
iritis produced acute iritis in rabbits in four in- 
stances, but iritis was not produced by the injection 
of cultures from foci in chronic or inactive cases. 

The iritis produced in rabbits ran the same course 
as that in the patients from whom the cultures were 
taken. It was caused by streptococcus viridans of 
the short-chain type and the infection was carried 
by the blood stream. The specificity of the cultures 
of the organism for iritis is influenced by aerobic 
conditions of the culture medium. In order to 
retain a specific affinity the organism must be 
grown under conditions of oxygen tension similar to 
those to which they are accustomed. 

Iritis due to focal infection is a myositis caused by 
an organism that at some period of its growth may 
produce iritis, and at other periods, inflammation of 
some other muscle. It involves the portion of the 
muscle of the iris corresponding in location to that 
of the muscle infection in arthritis. This affinity 
for the tissue of the iris becomes a function of the 
organism spontaneously or may be acquired by its 
growth on iris tissue. The organism’s affinity for 
the iris is easily lost when it is grown in different en- 
vironments; it will change its affinity for special 
structural tissues or even lose its virulency to a 
marked extent. R. O. Gricssy, M.D. 


Smith, H.: The Treatment of Cataract. Arch. 


Ophth., 1921, 1, 515. 

This is Smith’s answer to adverse criticism of the 
Smith Indian operation. Iritis, Smith believes, is 
due merely to capsule and not at all to lens matter, 
as in a case of his own in which lens matter was 
left in the wound through premature rupture of the 
capsule iritis did not develop following the com- 
plete removal of the capsule. Moreover, iritis does 
not occur in Smith’s cases nearly as frequently as in 
those of others who use the capsulotomy method. 
After-cataract he does not have to contend with at 
all. With regard to the incision he states that 
hemisection of the cornea does not interfere with its 
nutrition. In the intracapsular operation iridec- 


tomy is not necessary. 
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A skilled operator should have no more than 7 
per cent vitreous loss by the Smith method. The 
loss of one-third of the vitreous is not followed by 
serious consequences, particularly if there is no 
subsequent iritis or iridocyclitis. In iridectomy 
cases the pillars are not tied down by adhesions to 
the capsule; consequently there is no keyhole or 
drawn-up pupil. 

As in other surgical procedures, the use of daily 
dressings is meddlesome and complications are best 
left alone. Tuomas D. ALLEN, M.D. 


Benedict, W. L.: Retinitis of Acute Nephritis: 
Report of Six Cases. Med. Clin. N. Am., 1921, 
V, 275. 

The visible changes which take place in the retina 
as the result of impairment of the function of the 
kidneys are characteristic of the change within the 
kidneys and indicate to some extent its quality and 
quantity. Kidneys which have been inflamed 
repeatedly or continuously for months or years may 
suddenly be overwhelmed by an attack that will 
seriously impair or arrest their function. Such an 
attack leads to changes in the retina which are 
best termed the “‘retinitis of acute nephritis.” 

The ophthalmoscopic picture of the retina of 
acute nephritis is not always accompanied by changes 
in the urine or blood chemistry, and nephritis may 
be overlooked or denied on evidence that can be 
deduced from laboratory tests. The findings of this 
type of retinitis indicate that, within a short time, 
the patient has suffered from impairment of renal 
function to such an extent that changes have been 
produced in the eye. These attacks may be brought 
on by exposure to inclement weather, dietary indis- 
cretions, infection, or stone in the kidney. 

Case 256254. A woman, aged 47, was examined 
at the Mayo Clinic January 15, 1919. For eight 
days previously she had had frequent voiding, but 
no other symptoms of nephritis. The systolic blood 
pressure was 210, the diastolic 120. Examination 
of the urine was negative and the phenolsulphone- 
phthalein test of renal function was 50 per cent. 
The fundus oculi showed marked changes of hyper- 
tension. February 5, 1921, she came to the Clinic 
for re-examination. Two months previously her 
tonsils had been removed, and since then she had 
suffered from headache, backache, nausea, and 
vomiting. The systolic blood pressure was 220, 
the diastolic 124. The phenolsulphonephthalein 
test of renal function was 55 percent. Examination 
of the urine was negative. Vision was 6/6 in both 
eyes. Retinitis of acute nephritis was diagnosed after 
ophthalmoscopic examination. February 19, the 
phenolsulphonephthalein return was 70 per cent 
The blood pressure had been reduced to 164 systolic 
and 108 diastolic. At the time of the patient’s dis- 
missal from the hospital she had good renal func- 
tion, normal blood urea, and no albuminuria. The 
retinitis had disappeared except for evidences of 
hypertension. The retinitis observed in this in- 
stance was characteristic of the lesion produced by 




















a renal break in a case of high blood pressure of vary- 
ing degree which had been present for several years 
and had produced a moderate sclerosis of the retinal 
arteries. 

Case 344317. A man, aged 40, came to the Clinic 
for examination December 21, 1920. December 27, 
the nerve heads of both eyes were found to be 
markedly swollen (about 6 or 7 diopters) but there 
were no other characteristic signs of acute retinitis. 
Examination of the urine was negative. There were 
25 mg. of urea per 100 c.cm. The phenolsulphon- 
ephthalein return showed 55 per cent and 50 per 
cent. During the next three weeks the phenolsul- 
phonephthalein tests gave returns of 40 per cent, 
25 per cent, and 20 percent. The retinitis increased 
rapidly. The retine became detached. Blood pres- 
sure was increased to 240 systolic and 140 diastolic. 
This was considered a marked case of hypertension 
on a nephritic basis. 

Case 346351. A man, aged 54, was examined at 
the Clinic January 13, 1921. Opthalmoscopic 
examination showed some retinal arteriosclerosis, 
but no definite exudates or hemorrhages. January 
21 early signs of retinitis of nephritis were found. 
The blood pressure was increased although the 
blood urea was not above normal. Phenolsulphone- 
phthalein tests gave returns of 20 per cent, 30 
per cent, and 35 per cent. The patient improved, 
but the retinitis increased for a few days before it 
subsided. February 18, the patient suffered an 
attack of nausea with fever and chills. Two days 
later there were 84 mg. of blood urea per 100 c.cm. 
although the blood pressure was not elevated. The 
phenosulphonephthalein excretion was 32 per cent. 
A few days later the eye grounds in both eyes 
showed, besides the vascular condition, areas of 
exudate. The uremic symptoms, which came on 
about February 18, were attributed to blockage of 
the right kidney by a stone. During observation 
in the hospital, the phenolsulphonephthalein test 
showed improvement of kidney function, a- little 
more than 50 per cent being returned. By April 
16 the fundus had resumed its usual appearance. 
In his observation of this case the author was fortu- 
nate to have for reference full clinical data and 
laboratory reports on the urinalysis and chemical 
examinations of the blood, both after and before a 
decided break in the function of the kidney. 

Retinitis of acute nephritis occurs when the renal 
function has been impaired. It indicates that there 
has been an accumulation of products ordinarily 
eliminated by the kidney which are loading the blood 
to the detriment of body tissues. If this accumula- 
tion reaches beyond bodily tolerance, either in 
amount or time, the results will be registered in 
tissue damage of a proportionate degree. Regard- 
less of what else may befall the retina, the presence 
of these substances in the blood produces changes 
characteristic, if not pathognomonic, of nephritis, 
and the cases reported herein indicate that with the 
lessening of the elimination by the kidneys there is 
an increase in the severity of the retinitis. 
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Broders, A. C.: Epithelioma of the Ear; a Study 
of Sixty-Three Cases. Surg. Clin. N. Am., 1921, 
i, 140L. 

A prognosis with regard to a neoplasm should 
never be attempted without some knowledge 
regarding its microscopic nature, its size, and its 
location. In the series of sixty-three cases studied 
three types of epithelioma of the ear were encoun- 
tered, namely, basal-cell epithelioma, squamous-cell 
epithelioma, and melano-epithelioma. 

Basal-cell epithelioma is the least malignant and 
melano-epithelioma the most malignant. If an 
epithelioma showed three-fourths differentiation or 
keratinization and one-fourth undifferentiation, it 
was graded 1. If the amounts of differentiated and 
undifferentiated epithelium were equal, it was 
graded 2. If the undifferentiation formed about 
three-fourths of the growth, it was graded 3, and 
if there was no differentiation it was graded 4. 
Grade 4 squamous-cell epithelioma is about as 
malJignant as melano-epithelioma, while the basal- 
cell epithelioma is slightly less malignant than a 
squamous-cell Grade 2. 

Of the sixty-three patients, 76.19 per cent were 
males, and of these, 64.44 per cent were farmers. 
The average duration of the tumor was 4.11 years, 
and the average maximum diameter 3.22 cm. 
Eighty-four and twelve hundredths per cent of the 
lesions were on the auricle, 14.28 per cent in the 
canal, and 1.58 per cent in the middle ear. 

Thirty-nine and sixty-eight hundredths per cent 
of the patients had had non-surgical treatment, 
28.57 per cent had had surgical treatment, and 53.68 
per cent had had a combination of treatments before 
entering the Mayo Clinic. 

In fifty-six cases the growth was operable and in 
seven inoperable. In 92.85 per cent of the operable 
cases the treatment was surgical, and in 7.14 per 
cent radium was given. Forty-six and fifteen 
hundredths per cent of the patients treated surgi- 
cally were given radium treatment also. Radium 
or X-ray treatment was given in the inoperable 
cases. 

Sixty-one and thirty-nine hundredths per cent of 
the epitheliomata were of the squamous-cell type, 
33-33 per cent of the basal-cell type, and 4.76 per 
cent melanotic. Of the squamous-cell type, 5.12 per 
cent were Grade 1, 66.66 per cent Grade 2, 23.c7 
per cent Grade 3, and 5.12 per cent Grade 4. 

Eighty-five and seventy-one bundredths per cent 
of the seven patients had metastasis in removed 
lymph nodes. Involvement of the lymph nodes and 
salivary glands was: parotid lymph nodes, 50 per 
cent; external jugular nodes, 50 per cent; parotid 
glands, 33.33 per cent; submaxillary lymph glands, 
16.66 per cent; superior deep cervical glands, 16.66 
per cent; and inferior deep cervical nodes, 16.66 
per cent. 

Forty-seven and five hundredths per cent of the 
patients are alive with good results. The average 
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duration of life was 3.53 years; 20.58 per cent are 
alive with fair results after an average life of one 
and sixty-three hundredths years. 

In the cases of melano-epithelioma too per cent 
poor results followed treatment. 

Fifty-eight and thirty-three hundredths per cent 
of the patients with basal-cell epithelioma are alive 
with good results, 25 per cent are alive with fair 
results, and 16.66 per cent are dead. 

Forty-five per cent of those with squamous-cell 
epithelioma are alive with good results, 20 per cent 
are alive with fair results, and 35 per cent are dead. 

Of the patients with squamous-cell epithelioma 
of Grade 1, one died (50 per cent). Of those with 
Grade 2 neoplasms 50 per cent are alive with good 
results, 25 per cent are alive with fair results, and 25 
per cent are dead, the results having been poor. Of 
those with neoplasms of Grade 3, 42.85 per cent 
are alive with good results, 14.28 per cent are alive 


INTERNATIONAL ABSTRACT OF SURGERY 


with fair results, and 42.85 per cent are dead. All 
of those with neoplasms of Grade 4 are dead. 

All of the cases with metastasis had poor results, 
and all of those without metastasis had good results. 
Of the patients who did not require the removal of 
regional nodes or salivary glands 53.33 per cent are 
alive with good results, 26.66 per cent are alive with 
fair results, and 20 per cent are dead, the results 
having been poor. 

Of the patients with lesions of the auricle 51.61 
per cent are alive with good results, 16.12 per cent 
are alive with fair results, and 32.25 per cent are 
dead. Sixty-six and sixty-six hundredths per cent 
of those with lesions in the external auditory canal 
are dead. 

Of seven inoperable cases five were fatal. The 
lesions were located on the auricle in three cases, in 
the canal in three, and in the middle ear in one. 

FRENCH K, HANSEL, M.D. 
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Lillie, H. I.: Observations in the Management of 
Chronic Frontal Sinusitis with External Man- 
ifestations: Report of Twenty-Two Cases. 
Surg. Clin. N. Am., 1921, i, 1381. 


The material for this study consisted of twenty- 
two patients observed in the Mayo Clinic, all of 
whom had external manifestations of frontal sinus 
disease. Sixteen had discharging fistule, five had 
subperiosteal abscesses, one showed evidence of 
mucocele, and all but four of them had had some 
extranasal operation. In only three instances was 
the pathologic condition shown by the roentgeno- 
gram. 

In such cases the two-stage operation is employed. 
First, an intranasal operation is performed under 
local anesthesia to enlarge the nasofrontal duct and 
exenterate thoroughly all diseased sinuses of the 
nose. Special care is taken in flattening the lateral 
wall of the agger nasi and in smoothing off all rough 
edges to lessen the formation of granulation tissue. 
As a general rule the external operation is performed 
about ten days after the intranasal operation. 
Modifications of the Killian operation performed 
under general anesthesia are used in most cases. 
Special care is taken to eradicate all pockets and 
overhang and to smooth the inner table. All mucous 
membrane lining the frontal sinus is removed. The 
upper edge of the outer table is beveled to lessen the 
deformity and eliminate pocketing. The upper 
wall of the orbit is removed as far as necessary to 
uncover any lateral ethmoid cells; these are found 
frequently. In case a double frontal operation had 
been performed previously, the nasofrontal duct 
regions are joined somewhat after the method sug- 
gested by Lathrop. Vaseline gauze is used for 
packing and allowed to protrude through the 
nose. The external incision is closed with inter- 
rupted silkworm suture. 

In all cases previously operated on the operation 
had failed because of incomplete removal of infected 
pockets and overhang. In five cases the outer table 
had been broken through by erosion: in three 
cases into the orbit and in two over the forehead. 
In three cases a definite hypertrophic osteitis had 
developed. 

The postoperative care consisted entirely of keep- 
ing the nasal cavities clean, generally by the use of 
the suction apparatus. Packs were removed on the 
third day. There were four cases of diplopia, three 
of which cleared up in one week. Three patients 
had well-marked chemosis. Meningitis occurred in 
one instance as the result of fracture of the inner 
table in a case of hypertrophic osteitis. 

H. E. Bozer, M.D. 
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Barlow, R. A.: Observations on the Sphenopala- 
tine Ganglion Syndrome of the Sympathetic 
Type: Report of Three Cases. Med. Clin. N. 
Am., 1921, V, 289. 

The author discusses the clinical manifestations 
and treatment of sphenopalatine disturbances and 
reports three typical cases treated by him at the 
Mayo Clinic. Irritation of the sphenopalatine 
ganglion so closely simulates the repeated paroxysms 
of sneezing occurring in hay-fever that some cases 
of this condition have been incorrectly diagnosed. 

The sphenopalatine ganglion is the most super- 
ficial sympathetic ganglion in the body and consists 
of fine interlacings of fibers with neurones from the 
sympathetic system. The preganglionic and post- 
ganglionic fibers compose the efferent nerve mechan- 
ism. The superficial position of the ganglion 
renders it vulnerable to external stimuli such as 
infection in the nasal chamber, dust, cold air, etc. 

Sphenopalatine disturbances are of two types: 
the neuralgic and the sympathetic. Patients with 
neuralgic disturbances complain of severe lower- 
half headaches. Patients with sympathetic dis- 
turbances have persistent sneezing, lachrymation, 
and attacks resembling hay-fever which are not 
dependent on season or climate. 

The treatment of the condition is very simple. 
The nasal ganglion is first cocainized by passing into 
the nose to the posterior end of the middle turbinate 
an applicator with cotton dipped in 10 per cent 
cocaine. This is withdrawn and a second applica- 
tor, dipped in sterile water, is inserted to the same 
spot and allowed to remain about one minute. This 
procedure rules out functional disturbances. If the 
first treatment is without effect by the second day, 
cocaine is applied again. This time the second 
applicator is dipped in 50 per cent silver nitrate 
solution instead of sterile water and allowed to re- 
main in position about thirty seconds. The treat- 
ment is applied to both sides and is usually followed 
by severe attacks of sneezing. About the third day 
it is repeated. As a general rule two treatments are 
sufficient. 

The ganglion could be injected with alcohol as in 
the neuralgic types of nasal ganglion disturbances, 
but the silver nitrate treatment is equally efficacious 
as silver has a certain selective action on nerve 
tissue. Moreover, the application of silver is less 
technical than the injection of alcohol and less apt 
to be followed by complications. 


Frank, I., and Strauss, J. F.: An Invisible Scar 
Method in Cosmetic Nasal Surgery. Ann. 
Otol., Rhinol. & Laryngol., 1921, xxx, 670. 


For the correction of nasal defects the authors 
prefer the external to the internal operation as in 
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the former the field can be sterilized so that the 
chance of infection is greatly lessened and the opera- 
tive field is larger. 

The external operation has been so modified that 
the usual broad scar is now hardly noticeable. 
Moreover, the surgeon can operate successfully upon 
the three types of bridge deformity through an 
incision made in a field readily sterilized and in a 
hidden location so that there is no need for anxiety 
if a pigmented scar persists. The technique is as 
follows: 

The patient’s head and face are thoroughly 
washed before he is taken to the operating room. 
With an indelible pencil, a line 1% in. in length is 
drawn on the horizontal axis of the eyebrow, as close 
to its median extremity as possible without extend- 
ing beyond the hair line. The brow is then partly 
or wholly removed with the scissors, the pencil- 
marked location of the incision on the skin being 
left plainly visible. On the operating table the eyes 
are covered with sterile cotton pads and the re- 
mainder of the face is sponged with ether-alcohol. 

The incision is made 1% in. in length, down through 
the periosteum to the frontal bone. A periosteal 
elevator with a slightly curved shank is then intro- 
duced and the skin and subcutaneous tissues are 
elevated from the bone and cartilage along the 
median line of the bridge of the nose down to the 
tip, the instrument being guided in its course by 
the operator’s hand. Into the pocket thus formed a 
slightly curved rasp is introduced and all humps are 
removed. In a case of depressed nose a properly 
prepared transplant of bone or cartilage is inserted. 

For the broad nose two incisions are necessary: 
the usual one in the left eye and another similarly 
placed on the right side. Through these openings 
the periosteum covering the frontal process of the 
superior maxillz is elevated and a small, specially 
designed saw is inserted. The processes are then 
sawed through at the base of the nasal bridge and 
the walls of the nose are pressed inward to a position 
cosmetically satisfactory and retained with an ex- 
ternal splint of padded heavy sheet copper. The 
incisions are closed with interrupted horsehair su- 
tures and sealed with tincture of benzoin over thin 
cotton. J. C. BRASWELL, M.D. 


New, G. B.: Rhinophyma; Rhinoscleroma. Surg. 
Clin. N. Am., 1921, i, 1393. 

The case of rhinophyma reported was that of a 
man aged 60 years, who had a huge growth on the 
tip of the nose which had begun eighteen years 
before and had gradually become larger. The pa- 
tient was a heavy drinker, and had had syphilis 
thirty-five years before, but had not been treated. 

Examination revealed an irregular, soft, nodular 
tumor 4 cm. in diameter on the tip of the nose and 
thickening of the ale. Previous to operation, which 
was performed under ether anesthesia, a tertiary 
syphilitic lesion on the left hand was treated. 

In ro19, the author published an article drawing 
attention to the treatment of rhinophyma by decor- 





INTERNATIONAL ABSTRACT OF SURGERY 









tication. Plastic flaps or grafts are not necessary 
after this procedure. The left index finger should 
be inserted into each nostril to prevent paring 
through into the nose. Hot packs and vaseline 
dressing control oozing, and the use of the electric 
bulb dries the secretions. In a few days little islands 
of epithelium will be noticed over the denuded area. 
These are formed from the cut ends of the hyper- 
trophied ducts, and in two weeks the area is well 
covered with epithelium. The cosmetic result is all 
that could be desired. 

The case of rhinoscleroma reported was that of a 
farmer, 27 years of age, who was born in Russia and 
came to the Clinic because of enlargement of the 
nose and nasal obstruction. The condition had been 
noticed one year before, following an injury due to 
the kick of a horse. The injury was not severe, but 
soreness and swelling, a foul discharge, and gradual 
nasal obstruction developed. During the first six 
months after the injury there was very little enlarge- 
ment of the external nose. 

Examination revealed granulomatous masses 
filling each nostril. The external nose was three 
times its normal size. The meatus were occluded 
and the soft palate was retracted upward. The 
nasopharynx contained granulomata but no ulcer- 
ation. The condition was diagnosed rhinoscleroma 
on the basis of the clinical, bacteriologic, and micro- 
scopic examination of the tissue. 

Fifty milligrams of radium were inserted into 
each nostril for four hours each, and 50 mg. into 
the nasopharynx for six hours. One month later 
similar treatment was applied to the nose, and two 
months later the nasopharynx was treated for four 
hours with 66 mg. of radium. The condition was 
clinically cured. This is the third case in which 
radium was used with striking results. 

Rhinoscleroma is a granulomatous neoplasm 
which affects the nose, nasopharynx, larynx, and 
trachea, and is due to a micro-organism similar to, 
if not the same as, the bacillus of Friedlander. 

At one time the condition was seen only in Central 
Europe, but today seems to occur in all parts of the 
world. Frencu K. HansEL, M.D. 


THROAT 


New, G. B.: The Treatment of Multiple Papil- 
lomata of the Larynx in Children. Ann. Otol., 
Rhinol. & Laryngol., 1921, xxx, 631. 

‘rhe treatment of multiple papillomata of the 
larynx in children has always been difficult because 
of the tendency to recurrence. Many methods have 
been employed, such as tracheotomy, thyrotomy, 
and cauterization, endoscopic operative measures, 
fulguration, the application of various drugs locally, 
and X-ray and radium treatment. During the past 
six years the author has employed radium both 
within the larynx and outside of the neck and has 
obtained results more satisfactory than those given 
by other methods. 

Mackenzie, Clark, and Smith have stated that 
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they believe tracheotomy to be the most efficient 
method of treating these cases. While the value of 
tracheotomy is well known, cases are reported in 
which the patients have worn tubes for years with- 
out any improvement. Polyak discussed the use of 
radium as a substitute for operative measures. 
Abbe, in 1898, was the first in this country to treat 
multiple papillomata of the larynx with radium. 
Several observers have reported poor results from 
the use of radium, but on the whole the outcome 
seems to be quite good. Lynch’s suspension appara- 
tus has added a great deal to the efficient care of 
these patients. His results in removing multiple 
papillomata by operative measures have been supe- 
rior to all others on record in this country. He 
now believes, however, that fulguration or the use 
of acid nitrate of mercury is the best method. 

During the years from 1914 to 1920 the author 
examined at the Mayo Clinic twenty-six children 
between the ages of 10 and 12 years with multiple 
papillomata of the larynx. Such patients were 
usually brought to the Clinic because of hoarseness 
or shortness of breath which began at the age of 2 
or 3 months as a slight wheezing or crowing cough. 
Sometimes the symptoms do not appear until the 
age of 3 or 4 years. 

Multiple papillomata of the larynx are often 
diagnosed as laryngismus stridulus, asthma, or en- 
larged thymus, but these conditions can be ruled out 
by a carefully taken history. The diagnosis can 
be made only by laryngoscopic examination. 

Many of the patients in this series had been 
operated on by endoscopic methods. One patient 
had six thyrotomies and cauterizations which 
resulted in a marked scarring of the glottis and the 
necessity of wearing a tracheotomy tube. One 
patient had six suspensions and the removal of 
papillomata but when seen by the author the larynx 
was filled. Nineteen of the patients had tracheot- 
omies previously or shortly after their arrival at the 
Clinic. Tracheotomy was not performed unless 
obstruction made it necessary. 
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The treatment in this series of cases was given 
under ether by means of the Lynch suspension ap- 
paratus. Except in a few of the early cases, no 
attempt was made to remove the papillomata. A 
small tube containing radium salt or emanation was 
inserted into the glottis and was kept moving 
under observation. From 75 to 150 mg. or mc. of 
radium were used for from twenty to thirty-five 
minutes. No screening was employed except the 
silver tube which was 1 mm. thick. The treatments 
were given once in six weeks to two months. The 
patients must be seen at definite intervals. The 
greatest number of suspensions in one case was six, 
and the smallest number, one. Besides this treat- 
ment, radium was applied outside the larynx, the 
average dose being 3,000 mg.-hrs., with 1 in. of wood 
and 2 mm. of lead screening. 

Of the twenty-six cases, nine cannot be considered 
in the results as some were not treated at all and 
others received only one treatment because they 
could not return at definite intervals. 

Of the seventeen patients regarding whom definite 
information was obtained, eleven are entirely free 
from papillomata; nine of these had had tracheot- 
omies and the tube had been removed. The tube 
is always left in place at least six months after the 
larynx is free from the growths. One patient had a 
collapse of the trachea above the opening, but a two- 
way tube was inserted for a while and later removed. 
Two of the eleven patients did not have tracheot- 
omies or treatment by suspension because of fre- 
quent colds, but were treated by external applica- 
tions of radium. Six of the seventeen patients are 
still under treatment, but five during the last year 
only. Four of these six patients are almost entirely 
free of papillomata and the voice is fairly good. 
Three of these four can cork their tubes. In the 
entire group the author has not seen any poor re- 
sults from the use of radium. He believes that 
undoubtedly this is due to the fact that the radium 
was under direct observation and was kept moving 
while in the glottis. Frencu K, HanseEt, M.D. 
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